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Common Misconceptions About 


Physical Therapy 


Richard Kovacs, M.D. 
New York, N, Y. 


Physical Therapy or Physical Medicine 
has made very considerable progress in the 
past quarter of a century. Chiefly through 
the experience of two World Wars, the 
medical profession has learned that physi- 
cal treatment methods form an important 
part of the practice of medicine for restor- 
ing injuries, relieving pain and speeding 
up the natural process of repair and re- 
covery. In the recently developed concep- 
tion of the third phase of medicine, treat- 
ing the total individual to enable him to 
“get back on the’ job,” physical treatment 
methods form the keystone. There are now 
quite a few well trained and competent 
medical men practicing physical medicine 
as a specialty—a distinct Qualifying Board 
of Physical Medicine having been organ- 
ized within a year; many other specialists 
in other fields are making use of some of 
the physical treatment agents in their prac- 
tice; and finally, many general practitioners 
have learned to give their patients the 
benefit of the routine, simpler treatments 
by physical agents. The rank and file of the 
medical profession unfortunately still is to 
a great extent still uninformed about the 
possibilities as well as the limitations of 
physical therapy, chiefly because they never 
had any competent teaching about it in 
their student days. Organized medicine, 
under the guidance of the Council of 
Physical Medicine, the American Congress 
of Physical Medicine, the Baruch Com- 
mittee on Physical Medicine, the National 
Foundation for Infantile Paralysis and 
others are making sustained efforts to help 
along by fostering teaching and research, 
but a great deal of educational work still 
remains to be done. The object of this 
presentation is to point out and discuss 
some of the prevailing misconceptions and 
bias about physical medicine. 
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Is the employment of physical therapy 
more empirical than that of other methods 
of treatment? 

It is true that many of the basic forms 
of physical treatment, such as the uses of 
hot and cold water, massage, sunlight, de- 
veloped empirically, often in lay hands. A 
frequent objection voiced by the unin- 
formed is that physical therapists con- 
cern themselves with all too many patho- 
logical conditions, instead of remaining 
within a well-circumscribed domain. Ne 
such objection is voiced against the similar 
wide use of drug therapy in all depart- 
ments of medicine. Dean Sollman' stated 
before the American Congress of Physical 
Therapy, ‘. . . although drug therapy and 
drugless therapy may seem direct antipodes 
to the superficial thinker, they involve the 
same principles, evoke the same phenom- 
ena, accomplish the same results. They 
differ only in the means which they em- 
ploy, of which sometimes the one, some- 
times the other, is better adapted to secure 
the desired end. Indeed, the differences be- 
tween physical therapy and pharmaco- 
chemical therapy are no greater than those 
between radiant and direct heat, or be- 
tween local and general anesthetics.” 

Since the inauguration of research pro- 
grams on physical medicine here and 
abroad there have been a great many 
studies done on the basic physical and 
physiological effects of every one of the 
frequently used forms of physical medicine, 
and many of these findings have been 
published by the Council of Physical Medi- 
cine and by other competent agencies. 

Does physical therapy only relieve symp- 
toms and not “cure any disease? 

This question has already been partly 
answered. In the majority of acute disease 
conditions physical therapy chiefly serves 
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to relieve symptoms and speed up recovery. 
In acute traumatism, after the necessary 
surgical care, the early use of heat, massage 
and exercise, combined with a minimum 
use of splinting, usually gives immediate 
comfort, prevents adhesions between 
muscles, tendons and joints, and thus effec- 
tively takes care of the soft tissue damage. 
Surgical diathermy and galvanism are valu- 
able methods for eradication of minor new 
growths and diseased tissue. In some 
chronic inflammatory conditions physical 
agents are quite dependable for relieving 
pain and for promoting the gradual resolu- 
tion of chronic inflammatory changes. 

Is “baking and massage” all there is to 
physical therapy? 

This is a favorite notion of some unin- 
formed physicians and of many laymen. It 
has grown up chiefly through the flagrant 
abuses in compensation work, by some 
commercially inclined individuals, by the 
connivance of minor insurance officials, 
and by patients who preferred months of 
perfunctory rubbing and heating to return 
to work; also because some well-inten- 
tioned but generally misinformed ortho- 
pedic men, who in the early stages of de- 


velopment took charge of some physical 
therapy departments, were not interested 
in other use than that in their own field. 
Nowadays, most of these shortcomings 
have been overcome and there have been 


established well-founded indications and 
contraindications for the many varieties of 
physical treatment methods in all depart- 
ments of medicine. In chronic arthritis, for 
instance, there are being employed thermal 
measures in the form of simple heat lamps 
and hot baths for home use; the parafhn 
bath, for thickening of soft tissues in hands 
and feet, either form of diathermy for 
swelling of larger joints, massage or under 
water exercises, for joint stiffness; counter- 
irritant measures, such as mecholyl ion- 
transfer for stubborn cases of rheumatoid 
arthritis and neuritic conditions; histamine 
ion-transfer for rheumatic myositis; finally, 
the galvanic bath, either locally or gen- 
erally. The systematic use of exercise and 
occupational therapy forms part of such 
all around treatment. 


Does the possession of a diathermy ap- 
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paratus entitle a doctor to claim that he ad- 
ministers physical therapy? 

The advent of high frequency electricity 
during the second decade of this century 
completely overwhelmed the medical pro- 
fession for a while. Manufacturers of ap- 
paratus and their sales agents were deter- 
mined to leave no doctor's office without a 
diathermy machine. Traveling agents and 
itinerant lecturers carried on intensive sales 
propaganda claiming all-curative medical 
and surgical uses for this new form of 
treatment. I vividly remember the early 
years after World War I, when many mis- 
informed medicos from country places 
would write in for special courses on te- 
moval of tonsils and hemorrhoids by surgi- 
cal diathermy. As a result of misuse by the 
untrained, lawsuits for diathermy burns, 
medical as well as surgical, began to 
mount; in many cases after initial failures, 
diathermy machines were pushed into cor- 
ners by their owners to gather dust. 

A new spurt in exaggerated and, at 
times, false propaganda occurred when 
short wave diathermy came into vogue fif- 
teen years ago. Not only eager sales agents 
but also some enthusiastic medical workers 
incorrectly asserted that ‘short waves’’ were 
different from all other physical agents, 
especially from the time honored long dia- 
thermy waves. The subsequent flooding of 
physicians’ offices with short wave dia- 
thermy apparatus fostered the belief that 
its use was all there is to physical therapy 
and led to neglect of the many other indi- 
cated and important measures, such as 
exercise, massage or electric muscle stimu- 
lation. No wonder that when at the out- 
break of World War II, steps were taken 
to take a census of diathermy apparatus— 
first for the purpose of national safety, and, 
later, for diminution of radio interference 
—it was found that some 2,200 hospitals 
and over 50,000 physicians, one out of 
every four in the United States, possessed 
such an apparatus. Short wave diathermy 
in the hands of the inexperienced becomes 
generally just little more than a glorified 
heating pad, applied in a hit or miss man- 
ner, because of the crude method of esti- 
mation of dosage and the lack of appre- 
ciation that treatment of different patho- 
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logical conditions requires seasoned clinical 
judgment and experience. 

Can a salesman teach a physician to ap- 
ply physical therapy successfully? 

Gullible physicians still embark on the 
use of powerful physical treatment appara- 
tus without first making use of the now 
easily available facilities for clinical ob- 
servation and instruction on the subject. A 
manufacturer or his representative is only 
qualified to demonstrate the working and 
the controls of his particular machine. In 
most cases he has had no grounding to en- 
large upon the physiological effects, clinical 
uses Of upon intricate details of technic for 
medical or surgical uses. There are on rec- 
ord instances where a sales agent, demon- 
strating before a hospital staff the supposed 
virtue of diathermy in peripheral vascular 
disease, produced a ‘gangrene instead of 
the promised prompt recovery; also, where 
physicians, having purchased apparatus on 
rosy promises, found it not only short in 
performance, but leading to burns and 
suits for malpractice. Physicians make a 
sorry spectacle on the witness stand when 
pressed for detailed explanation of their 
supposed proficiency in handling the 
troublesome piece of apparatus. No won- 
der that so many patients fail to benefit 
from so-called physical therapy as it is 
practiced in many offices by attendants, sec- 
retaries and doctors with no real training 
and always in too much of a hurry. 


Comment 
Physical medicine means more than the 
use of a piece of machinery or of a stereo- 


+ 


Work on Universal Pharmacopoeia 
Progressing 


Preparation of an international pharma- 
copoeia under the auspices of the World 
Health Organization of the United Nations 
was continued at a meeting of the Expert 
Committee on the Unification of Pharma- 
copoeias held in Geneva from May 31 to 
June 5, 1948, At this session, the second 
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typed set of exercises for a mere general 
disease term or symptom, such as arthritis, 
painful back or shoulder. It should imply, 
first, diagnostic examination by a com- 
petent physician to determine the existing 
pathological or functional condition and its 
extent in the individual; second, a deci- 
sion, upon proper grounds, whether physi- 
cal therapy should be employed either as 
an addition to indicated medical, surgical 
or other measures, or as a main line of 
treatment. If physical therapy is to be used, 
it must be prescribed as to form, technic, 
and frequency of administration and be 
applied by the physician or a competent 
technician. Since physical agents bring 
about in every person some form of reac- 
tion which varies with the individual and 
his condition, every patient should have 
also the benefit of continued medical ob- 
servation and frequent re-examination, to 
check on progress and for possible change 
in the original prescription. All this makes 
it further evident that no cut and dried 
physical treatment formula should be con- 
tinued indefinitely and also, that there is 
no “perfectly safe” form of physical treat- 
ment. It is axiomatic that any physical 
therapy which cannot do any harm, cannot 
do much good, and any measure which is 
powerful enough to be of benefit is just 
as likely to cause damage if improperly 
applied. 


Reference 

1. Sollman T.: Address of Welcome to the 19th 
Annual Convention of the American Congress 
of Physical Therapy, Arch. Phys. Ther. 21, 
561, 1940. : 
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of its kind, further progress was achieved 
toward setting up a unified system of 
nomenclature to provide that the same 
name should represent a drug of the same 
potency and composition in all countries. 
The Expert Committee made several im- 
portant decisions and agreed, among other 
things, that proprietary drugs should be 
included in the international pharmaco- 
poeia. 
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JA Review of Ninety Subtotal Gastrectomies for 


Duodenal Ulcer by the Finsterer Technique 


Marvin Smith, M.D. 
Emeritus Chief, Gastro-intestinal Department, 
Jackson Memorial Hospital 
Miami, Florida 


My purpose in reporting this series of 
90 subtotal gastrectomies for ulcer is to 
briefly call attention to a few points con- 
cerning the operative technique, immediate 
postoperative care and end results of these 
surgical cases. 

The surgicai technique of Professor Hans 
Finsterer, with Hofmeister’s modification, 
has been followed out with one exception 
—the antecolic procedure was used instead 
of the retrocolic technique and so far there 
seems to be no reason to retreat from that 

lan, 

One other point should probably be men- 
tioned here and that is the splanchnic block 
anesthesia advocated and practiced by Pro- 
fessor Finsterer, which was only employed 
in a very small number of selected cases, 
but with very gratifying results. I had the 
rare privilege of working with Professor 
Finsterer in Vienna a few years ago and 
I know that all of his gastric surgery is 
done under splanchnic block. Any one who 
possesses the rare dexterity and skill of that 
world - renowned stomach surgeon might 
well adopt his plan of anesthesia as a regu- 
lar routine, in this operation. 

It is indeed comforting to have the pa- 
tient remain awake, totally relaxed, and 
talking with you while the operation is in 
pre and afterward to be returned to 
is room from surgery in excellent condi- 
tion and in full possession of all his facul- 
ties. 

Continuous spinal anesthesia is not be- 
ing employed to any great extent in this 
part of the country — but nevertheless it 
possesses great merit. 

Before closing the peritoneum at the 
time of operation, I place a drain down to 


326 





the duodenal stump and keep it there for 
about four days. Now and then after re- 
moving the drain, there will appear a 
yellow spot of bile on the dressing which 
usually ceases spontaneously in four or five 
days. This means that a slight bile leak 
has developed at the duodenal closure. 
Nature is inclined to close these bile leaks 
within a few ways if the drainage channel 
provides ample escape for the bile. 

The duodenum that is turned in is in- 
variably thickened by the inflammatory 
process adjacent to the ulcer and soon after 
the operation the edematous duodenal wall 
shrinks and thins out and the interrupted 
silk sutures get loose and slight leakage 
takes place although the closure at the time 
of operation may have been water-tight. 

I close the fascia in these resection cases 
with a No. 2 chromic interrupted “figure 
of eight stitch” in preference to the inter- 
rupted silk on account of the drainage 
which may appear and cause infection in 
the fascia, in the event of a small bile leak. 

In this series of 90 cases there was slight 
bile staining on the dressing in 8 cases. In 
one of these, the bile drainage was copious 
and the patient ultimately died of general 
peritonitis. The remaining 7 made unevent- 
ful recoveries. 

We all recognize the first seventy - two 
hours after subtotal gastrectomy as the criti- 
cal period. It behooves us, therefore, to 
plan ahead to combat possible catastrophies. 
I make it an ironclad rule during the opera- 
tion to keep adjacent viscera covered at all 
times with soft moist packs and finally to 
suction out the stump of the stomach well 
before completing the closure of the gastro- 
jejunostomy. These procedures will gen- 
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erally prevent postoperative nausea and 
bile regurgitation. 

Here is my postoperative routine cover- 
ing the first seventy-two hours: 

First twenty-four hour period: Elevate 
head 6 or 8 inches; nothing by mouth; turn 
patient gently at frequent intervals; nar- 
cotics sparing’y: 1000 cc, normal salt solu- 
tion and 5 per cent glucose every 12 hours; 
oxygen tent and whole blood transfusion if 
indicated. Flex legs up and down fifteen 
times a.m. and p.m.; no visitors. 

Second twenty-four hour period: Con- 
tinue as in first twenty-four hour period 
except the nurse may now give patient a 
sponge wet in tap water to hold in lips to 
combat thirst. This will not encourage 
nausea. 

If belching of gas and regurgitation of 
bile should appear at this time, introduce a 
Levin nasal tube, connect up with suction 
apparatus and drain out the stomach com- 
pletely and during the process give the 
patient tap water or hot water or weak tea 
to drink and drain again. 

Third twenty-four hour period: Very hot 
water or very hot weak tea in half ounce 





Finsterer Hofmeister 


lerer subtotal gastrectomy. 
modification, Rienhoff lateral duodenal stump 
closure. 
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doses at frequent intervals, gradually in- 
creasing the amount throughout the day. 
At the end of this period intravenous solu- 
tions of normal salt can be discontinued. 
Troublesome abdominal distention, if pres- 
ent, can now be controlled by re-establish- 
ment of the peristaltic wave; to accomplish 
this, give the patient one to two drams of 
a saline laxative combination (sodium sul- 
fate and sodium phosphate) in three ounces 
of hot water by mouth or if patient is in- 
clined to be nauseated, slip the Levin tube 
into the stomach and gently introduce the 
saline and then quietly remove the tube. 
Aid the action of this saline by giving 8 
ounces of sweet milk and 8 ounces of 
molasses as an enema, temperature 105°, 
and follow with a soda enema. Next day 
begin to feed the patient soft sieved items. 

In seventy-five per cent of my stomach 
surgery cases, I do not need the Levin tube 
at any time during the convalescent period. 

In this series of 90 patients, 1 expired 
with coronary thrombosis, 1 from paralytic 
ileus, 1 from embolism on the tenth day, 
1 from general peritonitis, and 1 from de- 
layed surgical shock. 

One of the 90 cases developed severe 
bronchial asthma during convalescence and 
the persistent severe straining and coughing 
caused him to eviscerate twice; but even 
after that, he made a complete recovery. 

One other case was returned to surgery 
for repair of a leak at the gastrojejunal 
anastomosis. This patient also recovered. 

I have maintained a fairly good follow- 
up on this. group of cases, and so far as I 
know, they are moving along well. The 
happiest of all my gastro-intestinal patients 
are those upon whom I have operated for 
ulcer; they seem to obtain lasting relief. 

In a series of 260 cases presented by Dr. 
W. F. Rienhoff, Jr., of Baltimore, I was 
impressed by two or three points that he 
brought out, viz., first, his low immediate 
mortality rate, 2 per cent; second, his lateral 
closure of the Jialenel stump, which is 
apparently superior to the vertical closure. 
I shall soon test this plan out in my own 
cases; third, his statement about inability 
to remove all ulcers and I quote, “In over 
seventy per cent of the patients in this 
series the ulcers were left in situ.” In my 
—Continued on page 353 


327 











SPECIAL ARTICLE 


/A\ trophic and Hypertrophic Arthritis 


This summarization attempts to cover all of the known 

therapeutic information on the subject and is designed 

as a time-saving refresher for the busy practitioner. 
Reprints available.* 


Arthritis occurs in a number of different 
forms, varying with the etiology. For prac- 
tical purposes in therapy it may be well 
first to subdivide chronic arthritis as 
specific arthritis, when the cause is known, 
and as non-specific arthritis, when the cause 
is not known. The exciting cause of specific 
arthritis is an infection, in most cases, and 
thus specific therapy may be employed in 
its treatment. The infection may be general 
in nature, such as tuberculous, gonococcal, 
preumococcal, syphilitic, scarlatinal, and 
others, or it may be focal in nature. The 
latter type of infection is usually caused by 
one of the streptococci and may be local- 
ized in such places as the teeth, tonsils, 
nose, other portions of the respiratory pas- 
sages, accessory nasal sinuses, ear, bronchi, 
gallbladder, appendix, prostate, or the 
female pelvic organs. Since the therapy in 
the various specific types of arthritis is es- 
sentially that for the causative agent, no 
further discussion of the disease in this 
group nor their therapy shall be under- 
taken in this review. 


Atrophic Arthritis 


The atrophic form is probably more 
commonly known as rheumatoid arthritis, 
or. perhaps, as chronic infectious arthritis 
or arthritis deformans. This disease is es- 
sentially a disease of the young, the aver- 
age age of onset being thirty-five years. It 
has been found to be three times as com- 
mon among females as among males. It is 
almost unknown in the tropics but is quite 
prevalent in the temperate zones. Rheuma- 
toid arthritis may be defined? as a chron- 
ic nonsuppurative disease of the joints 


* From the Editorial Research Department of the 
MepicaL Times, 67 Wall Street, New York 5, N. Y. 
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characterized by inflammatory changes 
in the synovial membrane, cartilages, 
and periarticular structures, and by 


atrophy of the bones. In the earlier stages 
the disease manifests itself as a migratory, 
painful swelling and stiffness of the joints. 
In the later stages there is more or less 
deformity and ankylosis with a character- 
istic spindle-shaped appearance of the 
joint. The skin over the involved area be- 
comes smooth and shiny. 


Etiology 


The etiology of rheumatoid arthritis has 
not been determined. It has some of the 
characteristics relative to those of an infec- 
tion, but no causative agent has been 
found. There is an increasing number of 
observers who consider this condition to be 
psychosomatic in origin. Although there is 
uncertainty and confusion concerning the 
etiology, observers have’ developed a nuni- 
ber of precipitating factors which are now 
universally accepted as being conducive to 
the development of rheumatoid arthritis. 
Among the more important of these pre- 
cipitating factors may be mentioned a 
severe physical or emotional shock, such 
as a surgical operation or a death in the 
family. Prolonged or excessive physical or 
mental fatigue or sudden or repeated ex- 
posure to dampness, rain and cold are com- 
mon precipitating causes. Frequently ar- 
thritis makes its first appearance in a joint 
which has previously been the seat of 
trauma, such as a sprained ankle or a frac- 
ture. It also often makes its appearance 
following such common acute infections as 
tonsillitis, sinus infection, pneumonia, of 
typhoid fever. There is evidence, too, that 
arthritis more frequently develops in fam- 
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Fig.. 1. 


Rheumatoid (atrophic) ar- 
thritis showing spindle-shaped (fusi- 
form) fingers and subcutaneous nodules. 


ily lines or in the thin visceroptotic type of 
individual, thus suggesting a predisposition 
for the disease. The incidence is higher 
among the poor than among the well-to-do 
and is somewhat lower among Negroes 
than among whites. 

The exciting cause of rheumatoid ar- 
thritis is still very uncertain. Many in- 
vestigators feel that it is a chronic infec- 
tion of a yet undetermined origin. Consid- 
erable evidence substantiates such a view. 
The clinical course of the disease is 
strongly suggestive of an infectious disease, 
and the inflammatory condition of the 
joints is similar to other well-known infec- 
tions of the joints. In 1912 attention was 
called to focal® infection as an etiologi- 
cal factor in chronic arthritis. These foci 
were found most frequently in sinuses, ton- 
sils, or at the roots of devitalized teeth. 
During the years following the report this 
theory of focal infection as a factor in the 
development of arthritis has assumed great 
MEDICAL TIMES, AUGUST, 1948 


importance. However, at the present time 
there seems to be a general feeling that the 
importance of this theory has been greatly 
overstressed. In a study reported* more 
recently definite evidence of focal infection 
was present in only 20 per cent of 200 
cases of rheumatoid arthritis. Careful in- 
vestigation revealed that removal of the 
foci of infection before or after the patient 
came under observation rarely produced 
any permanent benefit in the course of the 
disease. The presence of streptococci in 
various infections which frequently precede 
or accompany arthritis has naturally focused 
attention upon this group of organisms in 
studies of the etiology of arthritis. How- 
ever, no conclusive proof has been forth- 
coming that this organism plays a role in 
the development of the disease. Aggluti- 
nins for Streptococcus hemolyticus have 
been demonstrated’ in the serum of pa- 
tients with arthritis. Positive precipitation 
reaction with the protein fractions from the 
same organism have also been obtained. 
But, the etiology of rheumatoid arthritis is 
still not known. 


Symptoms 

Among the premonitory symptoms 
which may be noted by the clinician are 
weakness and fatigue, loss of weight, 
anemia, and tingling and numbness in the 
extremities. ‘The onset of the disease itself 
may be gradual or acute. In those cases 
where the onset is acute, pain and swelling 
of the joints develop rapidly accompanied 
by chills, fever, prostration and other 
symptoms of an acute illness. In such pa- 
tients the disease may run a comparatively 
short course. All symptoms may disappear 
and the patient may be entirely free of 
joint discomfort for months or even years. 
In most cases, however, there is a recur- 
rence of symptoms, which again may dis- 
appear. As the attacks recur there is usually 
a decrease in the lapse of time between 
each attack and a marked increase in the 
severity. The progress of the disease be- 
comes more chronic in nature unless it is 
checked early in its course. 

In the majority of cases the onset of the 
disease is gradual. Pain and stiffness may 
appear in only one joint for weeks or even 
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months before other joints become aftected. 
Gradually the joint swells. Even in these 
cases there may be periods of relative com- 
fort alternating with periods of exacerba- 
tion. Each such cycle leaves the joints pro- 
gressively stiffer with more permanent in- 
jury. 
Whether the disease progresses gradu- 
ally or the symptoms appear suddenly, the 
disease eventually assumes a chronic course. 
The clinical picture of rheumatoid arthritis 
exhibits certain characteristics,2 which are: 
the swelling of the joints, particularly 
those of the fingers, hands and knees; the 
symmetrical distribution of the arthritic 
manifestations; the migratory character of 
the joint inflammation, particularly in the 
early stages; the tendency of the disease 
to progress to a chronic state; and the final 
ankylosis and deformity of the joints if the 
disease is not brought to a standstill. The 
hands are almost always involved sooner or 
later and the proximal phalangeal joint 
assumes the characteristic fusiform appear- 
ance. The distal phalangeal joint is rarely 
affected. Swelling appears in the wrists, 
knees and ankles but the ‘toes are often 
spared. A symptom which may be of diag- 
nostic value in doubtful cases is the ex- 
quisite tenderness on deep pressure of the 
metatarsophalangeal joints of the ‘feet. 
With progression of the disease, flexion de- 
formities develop in all of the affected 
joints. Extension becomes more and more 
dificult and the joints eventually become 
fixed in these deformed positions. Marked 
muscular atrophy adds to the deformity. 
There is also atrophy of the bones and 
skin. In the hands the deformity assumes 
the characteristic ulnar deviation, an ear- 
mark of the disease. Pain in the affected 
joints may be quite intense in some pa- 
tients but in others there may be compara- 
tively little pain except when the joints 
are exercised. Subcutaneous nodules ap- 
pear about the elbows, wrists, fingers or 
ankles in about 10 per cent of the cases of 
rheumatoid arthritis. They are hard mov- 
able masses varying in size from that of a 
pea to that of a walnut. In some patients 
they disappear in a short time but in others 
they may persist indefinitely. 

The swelling in the early stages of the 
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Fig. 2. Involvement of the knee joint 
in rheumatoid (atrophic) arthritis. 


disease is caused by an active inflammation 
involving the synovial membrane, the cap- 
sule, and the soft tissue surrounding the 
joint. As the disease progresses the articu- 
lar surfaces of the joint become covered 
with granulation tissue in the form of a 
pannus. This is eventually converted into 
dense fibrous tissue which binds the two 
contiguous articulating surfaces together in 
ankylosis. In some cases ankylosis does not 
occur but the fibrous tissue ulcerates with 
liberation of fluid into the joint cavity. 


Laboratory Findings 


The typically arthritic patient is usually 
anemic. Many of those in whom the dis- 
ease has persisted for some time are mark- 
edly emaciated. The heart is rarely affected. 
The chemistry of the blood is usually nor- 
mal in all respects. The basal metabolism 
is Close to the normal level. 

X-ray examination of the affected joints 
shows no abnormalities during the early 
stages of development of the disease. Later 
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in the disease the adjacent surfaces of the 
two articulating bones come into contact. 
In very late stages the markings of the 
joint are completely replaced by a diffuse 
shadow which merges with the adjacent 
bones. Increased transparency gives evi- 
dence of decalcification of the bones in the 
late stages. The sedimentation rate of the 
red blood cells is increased in about 95 
per cent of the cases, to as much as three 
or four times the normal rate. The albu- 
min-globulin ratio is reversed in a large 
number of the patients. 


Clinical Variants 


There are a number of clinical variants 
of rheumatoid arthritis which have been 
described. One of these is known as Still’s 
disease. This is a form of arthritis which 
occurs in children. The clinical picture and 
the morbid anatomy is very similar to that 
of rheumatoid arthritis. Enlargement of the 
liver and spleen frequently occurs. Many 
investigators feel that this disease is rheu- 
matoid arthritis modified to some extent 
clinically because of the age of the patient. 


Ankylosing Spondylitis 

This clinical variant is also known as 
Marie-Strumpell spondylitis. It is a form 
of arthritis in which the entire spine is 
involved, with or without involvement of 
other joints. In many patients with rheuma- 
toid arthritis the spine, usually the cervical 
portion, eventually becomes involved, but 
not the entire spine. One other marked 
difference from rheumatoid arthritis is that 
this disease is a disease of young men. 
Cases of this disease in women are very 
rare. The disease starts in the lower por- 
tion of the spine and gradually affects the 
upper portions. In advanced cases the en- 
tire spine shows complete ankylosis, result- 
ing in the so-called “poker spine.” Radio- 
gtaphs establish the diagnosis for there are 
destructive changes in the sacro-iliac joints 
even in the early stages. In advanced cases 
the vertebrae show decalcification, oblitera- 
tion of the intervertebral articulations, and 
calcification of the intervertebral ligaments. 
The treatment of rheumatoid spondylitis is 
very similar to that for rheumatoid arthri- 
tis. This disease has been found to respond 
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very well to deep x-ray therapy, particularly 
in the early stages. There is often complete 
and permanent recovery in patients so 
treated. 


Felty's Syndrome 


At first considered a specific type of 
chronic arthritis Felty’s syndrome’ has more 
recently been considered as_ essentially 
rheumatoid arthritis with associated sple- 
nomegaly and leukopenia. 


Palindromic Rheumatism 


Palindromic rheumatism, an unusual 
form of arthritis, clinically was recognized 
earlier but was not named until 1944.° 
Acute attacks of pain, swelling and redness 
develop suddenly in one or more joints. 
These attacks may recur several times in 
one day or one attack may last several 
days. They may then recur at long or short, 
irregularly spaced intervals. Little or no 
constitutional reaction or abnormality re- 
mains after the attacks. There is no eleva- 
tion of the sedimentation rate and no sig- 
nificant abnormalities are revealed by the 
x-ray, even after years of the disease. No 
therapeutic measures have been particularly 
effective in the treatment of this condition. 
However, even after scores of attacks the 
joints are not crippled permanently. 


Prognosis 


The prognosis of rheumatoid arthritis is 
probably affected most by the application 
of rational treatment early in the disease. 
The morale of the patient and his constitu- 
tional fitness are also factors in the prog- 
nosis. A robust, well-developed individual 
responds to treatment much better than 
does a physically inferior individual. Rheu- 
matoid arthritis is never a menace to life 
when uncomplicated, but in advanced cases, 
after the patient’s health has undergone 
pronounced deterioration, the danger of 
death from complicating infections is quite 
real. 

The pronounced tendency of this dis- 
ease to relapse makes the prevention of 
attacks a primary objective. Since the eti- 
ology of the disease is not known the elim- 
ination of predisposing causes remains the 
avenue of prophylaxis. 
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Treatment 

The most important single item in treat- 
ment is rest. Complete and prolonged rest 
for six months to a year in a hospital or 
sanitarium is most desirable, particularly in 
the early stages. Complete rest does not 
mean, however, abstaining from all move- 
ment. The patient must not be allowed to 
stay in bed twenty-four hours a day unless 
febrile. Such “‘over-rest’’ encourages ankyl- 
osis of the diseased joints and increased 
atrophy of the muscles. Physical rest alone 
is not enough, it must be accompanied with 
mental repose. In many cases, however, the 
physician is forced to compromise because 
the patient is unable or unwilling economi- 
cally to take such a complete rest. The 
compromise usually amounts to the patient 
resting for two hours in bed during the 
middle of the day. and long hours of rest 
and sleep at night. The patient is also 
strongly advised to avoid fatigue. 


Nutrition 

Most arthritis patients are underweight 
and hypochromic anemia of some degree is 
almost always present. No special diet 
seems to be necessary but a nutritious, well- 
balanced diet should be given in order to 
try to build up the patient. A study was re- 
ported’? of the dietary history of 31 pa- 
tients with rheumatoid arthritis for a year 
before the definite onset of symptoms. The 
study revealed that their diets were essen- 
tially normal. Therefore it would seem that 
there is no food factor deficiency contribu- 
tory to the onset of rheumatoid arthritis. It 
has been suggested,"! since the: under- 
weight patient frequently has a poor appe- 
tite, that 5 to 10 units of insulin be given 
three times a day after meals as a stimulus 
to the appetite. Thus the patient may be 
able to gain a few pounds in weight, and, 
most of all, he may gain encouragement 
from his improved eating habits. 


Vitamins 

There is no direct indication for the use 
of vitamins A, C, E, K, and B complex in 
the treatment of arthritis,!? with the pos- 
sible exception of nicotinic acid which will 
be considered later. Some patients, par- 
ticularly those who are undernourished, 
feel better when taking vitamins and so 
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their inclusion as a supplement to the diet 
is recommended. 

The use of highly concentrated prep- 
arations of vitamin D for the treatment of 
this disease has been recommended by 
some investigators.'%-15* The rationale of 
therapy has not been explained. The role 
of vitamin D in calcium and phosphorus 
metabolism is not a sound basis of explana- 
tion since there is no evidence of abnor- 
mality in the metabolism of calcium and 
phosphorus in arthritic patients. Other 
physicians are not convinced that vita- 
min D, other than the normal require- 
ment in the diet, is of any value in the 
treatment of arthritis. There is a potential 
danger of toxicity from the massive doses 
of vitamin D which are given. Ane- 
mia, nausea and vomiting have been 
reported as toxic effects.1%» Recently 
there have been reports in medical litera- 
ture 1* 14% 14> of hypercalcemia resulting 
from long continued use of large doses 
of this vitamin. Renal failure has occurred 
in some cases with fatal termination. 
Where massive therapy with vitamin D 
is tried, careful and frequent tests of renal 
function and of calcium metabolism must 
be performed as a check against the de- 
velopment of toxicity.14¢ A recent report 
of the use of vitamin D in 60 selected 
cases revealed that marked improvement 
was observed in 30 per cent, slight im- 
provement in 20 per cent and no effect 
in 50 per cent.144 


Physical Therapy 


The more common types of physical 
therapy such as exercises, massage, dry 
heat, and diathermy all have a place in the 
treatment of rheumatoid arthritis. The 
primary function in each case is to in- 
crease the circulation of blood and lymph 
in the affected joints and surrounding 
tissues and to preserve as much as possible 
the tone of the skeletal muscles. Physical 
therapy must be applied skillfully in all 
cases, otherwise there is the distinct possi- 
bility of doing more harm than good. A 
hard mattress should be provided the pa- 
tient and casts or splints are sometimes 
necessary for the immobilization of parts 
of the body during muscular spasms. The 
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latter would bring further injury to the 
joints if not prevented. Nature provides a 
good check against premature institution 
of exercises and massage-pain. The rules of 
exercise are quite simple: Any exercise 
which does not produce pain either during 
its administration or afterwards is harm- 
less. Any exercise which produces no more 
than slight pain during the movement and 
no pain afterwards is safe. Exercise should 
be avoided which causes an increase in 
pain subsequent to its administration. Mas- 
saging is applied under these same rules. 
The application of moist or dry heat to a 
joint or generalized over large portions of 
the body is for the purpose of improving 
the circulation, inducing sweating, and 
allaying the pain. The latter two objectives 
have no kriown rationale and they are 
vatyingly effective with different patients. 
In some cases dry heat will be more effec- 
tive than moist heat. There are many ways 
for applying heat, both in the home and in 
the hospital. Complete baths in hot water 
should not be taken at a temperature over 
104° F. while partial baths may be taken 
safely up to about 110° F. Brine is some- 
times used in place of hot water. Mustard 
packs or clay packs are sometimes used to 
apply heat to individual joints. Dry heat 
may be applied by means of infra-red 
lamps or electric light cabinets. 


Fever Therapy 


Fever therapy will sometimes bring 
about a rapid and complete cessation of 
symptoms in patients who are in the acute 
febrile stage of arthritis. This therapy is 
not recommended for chronic, well-estab- 
lished cases. It is fortunate, too, that many 
of those who are benefited by fever therapy 
experience a relapse of symptoms after a 
few weeks of comfort. Some? feel that 
typhoid vaccine is the safer and simpler 
method for inducing fever. The average 
initial dose is 25 million bacteria, doubled 
every 4 or 5 days until up to 200 million 
bacteria are given intravenously at each 
dose. This type of fever therapy is contra- 
indicated in patients with chronic cardiac 
disease, tuberculous patients, and elderly 
patients. Fever may also be induced artifi- 
cially, by some form of hot box. Various 
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foreign proteins have been injected intra- 
muscularly or intravenously with the idea 
of producing a febrile reaction or ot mo- 
bilizing the patient’s antibodies. Such sub- 
stances as boiled milk, horse serum, pep- 
tone and proteoses have been used. Their 
use has fallen into disfavor at the present 
time. 


Vaccines 

Another form of therapy which has lost 
much of its former favor among clinicians 
is the use of vaccines. Streptococcus vaccine 
is administered subcutaneously or intra- 
venously in small desensitizing doses. In- 
jections may be given several times a week 
for periods ranging up to a year or more. 
If a dose of the vaccine is given which is 
greater than the patient can bear there may 
be a prompt relapse of arthritic symptoms. 
Detoxified streptococcus filtrate is thought 
by some clinicians to be more effective. The 
usual initial dose is 0.1 cc. of a 1:10,000 
dilution. The dose is given twice a week 
and increased gradually in consideration 
of the reaction obtained. 


Bee Venom 

It is believed that bee venom acts as a 
counterirritant when injected intradermally 
over areas of tenderness and pain. The 
venom is injected in doses of 0.01 to 0.02 
cc., increased every 2 or 3 days by 0.01 cc. 
This promising means of therapy was 
studied in a group of about 125 cases over 
a period of two years.'® As a control for 
the study the patients were divided into 
three groups. One group received intra- 
dermal injections of 10 per cent glucose, 
the second of 12.5 per cent magnesium 
sulfate solution’ and the third the bee 
venom. At the close of the study it was 
concluded the magnesium sulfate solution 
was the best counterirritant. Cobra venom 
has been suggested for use as a palliative 
for the pain of rheumatoid arthritis but its 
use has not met with general acceptance. 


Induced Jaundice 

Many observers have noticed that when 
a patient having rheumatoid arthritis de- 
velops jaundice there is almost invariably 
a pronounced imprevement in the arthritis. 
Artificially induced jaundice has thus been 
considered as a means of bringing relief to 
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arthritic patients. However, the induction 
of jaundice involves risk. In one study’’ 
made of this means of approach to the 
treatment of arthritis, jaundice was in- 
duced in 32 of 312 volunteer patients. 
All of the patients were inoculated with 
material from cases of acute infectious 
hepatitis or with icterogenic serum. During 
six months observation only two of those 
who failed to develop jaundice had spon- 
taneous remissions of arthritic symptoms, 
but ten of the thirty-two in whom jaundice 
was induced became entirely free from 
pain and fifteen showed some improve- 
ment. The remissions were not long in 
duration, the average being forty-two days. 
More recently there has been developed 
experimentally in animals a direct-reacting 
type of jaundice by the injection of a 
crystalline bilirubin-plasma mixture.’* If 
this can be carried over into humans there 
may be developed a method of inducing 
jaundice in humans with less danger. 


Nicotinic Acid 

Nicotinic acid has been tried for its vaso- 
dilating effect in order to improve the cir- 
culation to the affected joints. Over 100 
patients were treated with this substance 
and favorable results were obtained in a 
large proportion of them.!® The best re- 
sults were obtained with patients in the 
early stages of the disease. The therapy 
consisted of hospitalization for three or 
four weeks during which time daily in- 
travenous injections of nicotinic acid were 
given. The rate was such that flushing was 
just maintained. The usual initial injection 
was 200 cc. of a 0.05 per cent solution in 
normal saline given during sixty to ninety 
minutes. This was increased to 400 cc. if 
the initial injection was well tolerated. If 
the patient became tolerant to the drug the 
strength of the solution was increased to 
0.1 per cent or higher. As high as 0.8 per 
cent solution was given. The patient was 
then discharged for one to two months 
during which time the drug was given 
orally three times a day. Then the patient 
returned to the hospital for a second 
series of intravenous injections. If it was 
not possible to hospitalize the patient three 
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intravenous treatments were given each 
week in conjunction with oral therapy. The 
method of administering the tablets orally 
was three tablets at fifteen minute intervals 
before breakfast, again before lunch or 
supper, and a third series before retiring. 
Each tablet was 50 mg. initially but usually 
each dose had to be increased to 100 or 
200 mg. Slight syncope was the most com- 
mon side effect if the patient became too 
active immediately after the drug was ad- 
ministered. Slight gastric distress and 
menorrhagia were encountered in a few 
patients. 


Neostigmine and Physostigmine 


Rheumatoid arthritis causes the muscles 
surrounding the affected joints to go into 
a state of spasm. Probably a good portion 
of the atrophy and deformity resulting 
from rheumatoid arthritis is due to the 
continued state of spasm of the muscles. 
Much of the pain is also due to muscle 
spasm. Therefore the relief of the spastic 
state of the muscles is an objective in ther- 
apy. Neostigmine bromide or methyl sul- 
fate have been recommended for this pur- 
pose. However, investigators have not been 
satisfied with the results obtained with 
this drug. Since the drug is so potent it is 
felt that greater results should be forth- 
coming in order to justify its use.1> Re- 
cently the substitution of physostigmine 
salicylate for neostigmine has been pro- 
posed.?° The former agent caused less local 
pain and no severe toxic reactions. Atro- 
pine is usually administered concurrently 
with the physostigmine in order to coun- 
teract the action upon the smooth muscle. 
The usual dose is 1/100 gr. of atropine 
sulfate given together. The dose of physos- 
tigmine is doubled if no relaxation of 
muscle spasm is obtained. The dose of 
atropine is increased or decreased as indi- 
cated. Should dizziness, salivation, nausea 
or pain in the abdomen be encountered the 
dose of physostigmine is reduced or that 
of atropine increased as the case requires. 


Curare 


It has recently been suggested?! that 
cufare may have a role in the treatment of 
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rheumatoid arthritis by increasing the 
mobility and reducing the amount of pain. 


Gold Therapy 


Gold salts have been used since 1929 in 
Europe but they have not been favorably 
accepted in this country until the last few 
years. Now it is conceded by American 
investigators that gold in the form of its 
salts is the one therapeutic agent which 
seems to have an effect on the course of 
rheumatoid arthritis. However, the toxic 
reactions frequently encountered may even 
be fatal in a few cases. Gold is a dangerous 
drug and extreme care must be exercised in 
its administration. 

Hundreds of cases of rheumatoid arthri- 
tis which have been treated with one of 
the three salts most commonly used in the 
United States, sodium-gold-thiomalate, 
sodium-gold-thiosulfate, or gold-thioglu- 
cose, have been reported in medical litera- 
ture. In most of the series of cases which 
have been reported the percentage of pa- 
tients showing improvement has been be- 
tween 50 and 60 per cent. In view of the 
stalemate attained with other forms of 
therapy these facts substantiate the judicial 
use of gold. Some investigators feel that 
gold therapy is only justified in cases which 
have lasted several months and which have 
not responded to other types of therapy. 
However, many other rheumatologists 
point out that the best results are ob- 
tained in early stages of the disease and 
therefore therapy should be instituted early. 


Dosage 


The conventional method of administra- 
tion of the gold salts has been by means of 
intramuscular injections (only the sodium- 
gold-thiosulfate can also be injected intra- 
venously) in weekly doses. The beginning 
dose was usually 10 mg. This was gradually 
increased to 100 mg. doses and continued 
until a total of 1 to 1.5 Gm. had been 
given. There then followed a rest period of 
six to twelve weeks, to be succeeded by one 
or more similar courses. It has been 
pointed out?! that there is considerable 
accumulation of gold in the tissues and a 
higher incidence of toxic reactions follow- 
ing doses this large. Consequently there is 
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a definite trend toward the use of smaller 
doses. One report?? has reduced the dos- 
age to an initial dose of 5 mg. twice a 
week for three weeks, then 10 mg. twice a 
week for three weeks, followed by 25 mg. 
weekly. This latter dose is continued until 
complete arrest is obtained, or not exceed- 
ing one year. The total dosage for such a 
course is about 1.25 Gm., the usual dosage 
of a fifteen-week-course previously. The 
observed effect is similar. The authors 
point out that this lower dosage reduces 
the incidence of toxic complications and 
also permits the recognition of those which 
do occur before they have developed to 
serious proportions. There is less accumu- 
lation of gold in the tissues and there were 
fewer relapses than with the conventional 
course method. Probably the most common 
schedule of doses in use by authorities at 
the present time is a first dose of 10 mg., 
a second dose of 25 mg. and a third and 
succeeding doses of 50 mg., all given intra- 
muscularly at weekly intervals. The total 
amount given in a course should be be- 
tween 750 and 1000 mg. with an interval 
of four to eight weeks between courses. 
This interval permits the body to eliminate 
some of the accumulated gold. It has been 
shown? that residual amounts of gold 
may be retained for many months before 
elimination is complete. The amount re- 
tained and the length of time required for 
elimination depend upon the total amount 
of gold given and the size of the doses. 

Various gold preparations which are 
available commercially are as follows: (a) 
A sulfhydryl gold naphthyl derivative 5 per 
cent (equivalent to 0.5 per cent metallic 
gold) with benzyl alcohol 0.5 per cent 
in a sterile solution is administered intra- 
muscularly in 3 injections for the first 
week, 2 the second, followed by 1 every 
week thereafter until a total of 12 doses 
are given. Two to 5 series may be given 
provided there is a rest between each 
series. (b) A one per cent colloidal solu- 
tion of gold sulfide (equivalent to 8.6 
mg. of gold per cc. or 87 per cent gold 
and 13 per cent sulfur) is available for 
oral administration of 20 of more drops 
3 times daily. For parenteral use a 2 per 
cent solution (17.2 mg. gold per cc.) 


335 








is provided for administration in doses of 
2 to 5 cc. intravenously or intramuscularly, 
once or twice a week. (c) For oral ad- 
ministration there is an aqueous colloidal 
suspension of metallic gold given in dose 
of 1 teaspoonful, 3 times daily, well di- 
luted in water. For intramuscular or in- 
travenous administration there is also a 
sterile solution of which the dosage is 1 
cc. every 2 to 4 days. (d) Gold sodium 
thiosulfate or sodium aurothiosulfate is a 
complex salt and the solutions available 
contain approximately 37.4 per cent gold. 
It is also available in powder form. The 
initial dose is 5 mg. in 2 to 5 cc. of 
sterile distilled water followed by weekly 
injections increased 5 mg. per dose until 
the maximum of 50 mg. for women and 
75 mg. for men is attained. (e) Gold 
sodium thiosulfate 1 per cent with sodium 
thiosulfate and aan sodium thiosulfate 
0.05 Gm., sodium thiosulfate 0.278 Gm., 
sodium sulfite, 0.088 Gm. and benzyl al- 
cohol 2 per cent in sterile solutions are 
available as well. A sterile aqueous so- 
lution, of which each cc. contains 10 mg. 
gold sodium thiosulfate, 50 mg. sodium 
thiosulfate and 34 mg. sodium bisulfite 
with 2 per cent benzyl alcohol, is admin- 
istered intramuscularly or intravenously in 
a first dose of 0.5 cc., with a gradual 
increase in the dose each week until the 
maximum of 5 cc. is reached. (f) Sodium 
aurothiomalate or gold sodium thiomalate 
is marketed in an aqueous solution con- 
taining about 50 per cent gold. It is 
administered intramuscularly in doses of 
10 mg. once or twice a week which is 
increased to 25 mg., 50 mg., then 100 mg. 
weekly until a total of 1 to 2 Gm. has 
been given. This course may be repeated 
after 3 months if necessary. (g) A gold 
derivative of thioglucose is available in an 
oil suspension containing about 50 per 
cent gold. The dosage begins at 10 mg. 
and is built up to 50 mg. until a total 
of 1.0 to 1.2 Gm. has been given. The 
course may be repeated in 3 months if 
needed. (h) Aurothioglycolanilid is sus- 
pended in sesame oil, equalling approxi- 
mately 54 per cent gold, and is injected 
intramuscularly in graduated doses as pre- 
viously described. 
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The results of therapy employed in the 
treatment of arthritis are always difficult to 
evaluate. This must be borne in mind when 
evaluating the results of studies which are 
reported in the literature. Patients vary 
considerably in their susceptibility to pain 
and discomfort; many patients show a 
psychic response to new therapy or interest 
in their case: and then there is the inherent 
tendency of rheumatoid arthritis to have 
natural remissions. 

A study** has been made in order to 
test the validity of previous findings sug- 
gesting that the administration of large 
doses of ascorbic acid or of the vitamin B 
complex in conjunction with gold salts 
reduced the incidence of untoward reac- 
tions. Three groups of patients were 
studied; one receiving gold therapy alone, 
one receiving large doses of ascorbic acid 
in addition to the gold therapy. There was 
found to be no appreciable difference in 
the incidence of untoward reactions nor in 
the percentage of improvement. 


Toxic Reactions 


The toxic. effects of gold fall into three 
main groups.” The first includes those 
involvements of the skin and mucous mem- 
branes which result in either a mild transi- 
tory skin eruption or a severe exfoliative 
dermatitis. Unfortunately these skin erup- 
tions persist in some cases for several 
months after the drug has been withdrawn. 
The second group includes anemia, 
thrombocytopenia, and leukopenia. Their 
existence, though in a smaller group of 
patients, indicates a depressing action of 
the drug on the bone marrow. Agranulocy- 
tosis has terminated fatally in a few pa- 
tients. The third group includes systemic 
effects such as diarrhea or even ulcerative 
colitis, liver damage with jaundice, and 
mild kidney damage. There is less evi- 
dence that gold therapy is responsible for 
the latter two toxic manifestations. 

In order to reduce as much as possible 
the various toxic effects which are known 
to occur during gold therapy the patient 
should be observed closely, particularly in 
regard to skin eruptions and bleeding. A 
complete blood count, including a hemo- 
globin determination and the red, white 
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Fig. 3. Deforming (atrophic) arthritis 
of the hand, 


and differential white counts, and a urin- 
alysis should be made before each dose of 
gold is injected. 

It is believed that by such close observa- 
tion of the patient and supervision of the 
treatment it will be possible to avoid some 
of the toxic effects, particularly the bone 
marrow depression, kidney damage, and 
colitis. The administration of the drug 
should be discontinued or reduced at the 
slightest evidence of intolerance. 

Recent reports of the use of BAL (2, 3- 
dimercaptopropanol) in the treatment of 
toxicity from gold salts are impressive al- 
though the number of cases is yet small. 
The gold-induced dermatitis cleared 
promptly following BAL therapy. A 10 per 
cent solution of BAL in peanut oil with 20 
per cent benzyl benzoate was injected intra- 
muscularly. However, there are toxic mani- 
festations from the BAL, such as vomiting, 
lacrimation, sense of warmth, and pains in 
the legs, arms, abdomen and head. These 
toxic symptoms are usually transient in the 
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antidotal use of BAL and so they tnay be 
disregarded in view of the resultant benefit. 

Contraindications to the use of gold 
therapy in rheumatoid arthritis are: preg- 
nancy, severe anemia, history of agranulo- 
cytosis, ulcerative colitis, nephritis, dia- 
betes, hepatic disease, congestive heart dis- 
ease, chronic skin infections, active tubercu- 
losis and hypertension. No improvement 
following two courses of gold therapy is 
also considered a contraindication to fur- 
ther therapy with this drug. 


lron and Liver 


Among the general therapeutic aims in 
the treatment of rheumatoid arthritis is 
the correction of the anemia so common in 
this condition. Unfortunately neither iron 
nor liver preparations are very effective 
in correcting the anemia. Frequently 3 
grains of ferrous sulfate four times a day 
are given but the results are often disap- 
pointing. Multiple blood transfusions for 
the anemia in the course of arthritis 
are sometimes helpful but the results are 
not dramatic. Care must be taken in deter- 
mining the Rh reaction of the patient, es- 
pecially since more than one transfusion 
may be given. 


Sulfur 


Sulfur was first suggested?* because of 
the. finding that there is a deficiency of 
cystine in the hair and nails during rheu- 
matoid arthritis. More recent experience 
has led to the abandonment of the use of 
sulfur therapy by most clinicians. 


Salicylates 


The relief of pain in the arthritic pa- 
tient must take high precedence in the gen- 
eral therapy of this disease. Since the drug 
must be taken over prolonged periods, or 
even indefinitely to relieve the pain, no 
drug such as morphine or dihydro-mor- 
phinone may be given. The danger of ad- 
diction is too great. No drug yet found 
stands the test of time as well as acetyl- 
salicylic acid. The usual dose is 10 grains 
three or four times a day but much bigger 
doses have been well tolerated by some 
patients. It is desirable to administer this 
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drug in conjunction with sodium bicar- 
bonate or with food or a glass of milk in 
order to reduce the tendency toward gastric 
disturbances. A combination of 31/, grains 
of acetylsalicylic acid with 21/4 grains of 
acetophenetidin and 1/ grain of caffeine 
also works well. When the pain is not 
controlled by these drugs 1/, grain of co- 
deine may be necessary. At times a com- 
bination of codeine and acetylsalicylic acid 
is particularly effective. There are available 
tablets containing the aforementioned com- 
bination of acetylsalicylic acid, acetophenet- 
idin and caffeine with codeine phosphate in 
quantities of Y/, gr., Yggr. or Yy gr. de- 
pendent upon the amount of sedation de- 
sired. Occasionally, too, codeine may be 
given along with a hypnotic in order to 
permit the patient to sleep restfully. 

Injections into the joint or the tissues 
surrounding the joint have been used for 
their analgesic effect. Temporary relief has 
been claimed for injections of 2 per cent 
procaine into the tissues above the joint. 
Intra-articular injections of 0.2 per cent 
lactic acid with procaine in a stable solution 
having a pH of 5.2 were reported to have 
brought considerable success. From 15 to 
20 cc. of the solution were injected into 
the hip or knee or 2 to 5 cc. into the wrist. 
Injections of 1 per cent acid potassium 
phosphate in isotonic saline solution have 
also brought relief of pain. Twenty cc. of 
the solution were injected into a hip joint 
and two or three weeks later 10 cc. of the 
solution were injected into the same joint. 
Thereafter the injections were given as 
there was a relapse of symptoms. It was 
claimed that six or eight injections were 
usually sufficient. 


Miscellaneous Agents 


Penicillin, sulfonamides and streptomy- 
cin have all had adequate clinical trial in 
the treatment of rheumatoid arthritis but 
they have proven to be of no value. The 
Russian, Bogomolets, claimed certain cure 
of this disease with antireticular cytotoxic 
serum, but results in the United States 
have been disappointing. One author®? has 
also claimed improvement from the ad- 
ministration of several 300 cc. transfusions 
of whole blood from pregnant women. 
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Hypertrophic Arthritis 


Hypertrophic arthritis, also known as 
osteo-arthritis or degenerative joint disease, 
is a disease of older people characterized 
by hypertrophic and degenerative changes 
in the bone and cartilage. The disease may 
involve only one or a few joints or it may 
be generalized. There is a gradual onset of 
stiffness and limitation of motion with 
some muscle spasm and pain. The onset of 
symptoms occurs over a prolonged period 
of time. There is no swelling in the 
affected joints. Morphologically there is de- 
generation and thinning of the cartilage 
with new growth of bone around the 
edges of the joints involved. However, 
ankylosis and flexion deformity do not 
occur in this form of arthritis. 


Etiology 


There seems to be no specific etiology 
in degenerative arthritis. Heredity may be 
a factor for it is more prevalent in some 
families than in others. Probably the most 
important single etiological factor is 
trauma, The trauma may be in the nature 
of a mild and prolonged irritation or an 
acute and perhaps violent form. Some have 
suggested that the trauma may be merely 
one of the phenomena of senescence, the 
arthritis symptoms developing only when 
a joint that is wearing out is subjected to 
continued wear. The trauma which results 
has become over-weight in the later years 
in the weight-bearing joints of one who 
of life is very frequently a predisposing 
cause of degenerative arthritis. Occasion- 
ally a fracture or accident causing a violent 
trauma may be the predisposing cause. 
Physical defects such as curvature of the 
spine or faulty posture predispose to the 
hypertrophic changes of this condition. An 
unnatural strain or pressure will be placed 
upon the joints in such cases. It also ap- 
pears that occupation may be a factor, for 
joints which have been subject to constant 
strenuous usage during life are apt to de- 
velop arthritic changes as the patient ad- 
vances to middle or elderly age. 


Laboratory Findings 


This condition is not infectious in nature 
but is a disorder of cartilage and bone. 
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Bony lipping and spur formation along the 
articulate margins of the bone may be dis- 
tinguished early in the development of the 
disease upon x-ray examination. In the 
later stages there is alteration of the articu- 
lating surfaces of the bones and some con- 
densation of bony structure immediately 
below the articular surface. The sedimen- 
tation rate of the red blood cells is hot ad- 
vanced. The blood sugar may be elevated 
and the basal metabolic rate may be some- 
what below normal. There is no elevation 
of the uric acid blood level as there is in 
gout. 


Special Forms 


Degenerative arthritis manifests itself in 
a number of clinical variants. A form 
which affects the hip is known as morbus 
coxae senilis, There is usually a history of 
traumatic injury to the hip. Pain may also 
be related to the knee joint. 


Heberden's Nodes 


One of the mildest and commonest 
forms of hypertrophic arthritis is known 
as Heberden’s nodes. It is characterized by 
the growth of bony nodes around the bases 
of the terminal phalanges. Their develop- 





Fig, 4, 
tive joint disease) of the knee. 
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Hypertrophic arthritis (degenera- 


ment is very slow with little or no inter- 
ference with normal movement of the 
joints. Often they are free from tender- 
ness and pain. 


Menopausal Arthritis 


This type of osteo-arthritis develops 
during or after the menopause** or fol- 
lowing hysterectomy or deep x-ray therapy. 
The joints most ° frequently affected 
are the knees, fingers: and lumbar spine. 
Among younger women there are some- 
times cases in which careful examination 
reveals no signs of degenerative changes. 
The term suggested for such cases is meno- 
pausal arthrosis. 


Hypertrophic Spondylitis 

This is a condition which affects most 
people beyond fifty years of age. There 
may be no clinical symptoms but x-ray 
examination of the vertebrae shows some 
hypertrophy and lipping at their bases 
with some calcification of the ligaments. 
Ankylosis does not occur but there may be 
limitation of movement due to the struc- 
tural changes in the bones. There is usually 
little or no pain unless some of the bony 
outgrowths should press upon a nerve. 


Treatment 


Probably the most important form of 
treatment for this type of arthritis, also, is 
rest. The patient should learn to rest when 
use of the joint becomes painful and to 
stay at rest until the pain is gone. Careful 
observation of this rest treatment alone 
will often bring about improvement. How- 
ever, the degenerative changes are not re- 
versible and so there is no “‘cure.’”” Another 
important form of treatment is reduction 
of the weight of the patient. This reduc- 
tion of strain and trauma to the joints 
affected may almost eliminate pain and dis- 
comfort. Thyroid should be given in those 
cases where there is over-weight and a low 
basal metabolic rate. Estrogenic substances 
have given relief in some of the meno- 
pausal arthritis cases. Sodium iodide, given 
intravenously once or twice a week, has 
been recommended** for the treatment of 
this type of arthritis. If an oral adminis- 
tration is desired one fluid dram of hydri- 


339 





Fig. 5. Comparative views of middle fingers, showing: a. normal x-ray; 
a’, normal exterior; b. x-ray of rheumatoid arthritis illustrating narrowing of 
joint space; b’. exterior of fusiform swelling at proximal interphalangeal 
joint; c. x-ray of hypertrophic arthritis illustrating Heberden’s nodes at 
terminal phalangeal joints, also loss of cartilage in terminal phalangeal joints; 
c’, exterior of Heberden’s nodes. 
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odic acid in half a glass of water may be 
given three times a day. Diathermy and 
other forms of heat have been found to 
give much relief in some cases. Roentgeno- 
logic treatment brings relief to some pa- 
tients. It is felt that beneficial results are 
due to the effects upon the secondary 
fibrositis rather than on the joint disease 


itself.85 Where there is considerable 
pain and limitation of movement in the 
hip of patients having osteo-arthritis secon- 
dary to congenital anomalies the operation 
of cup arthroplasty is sometimes beneficial. 
The results were good after eight months 
to five years in twenty-seven such cases re- 
ported.?? 
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Northwestern University Medical 
Team Prepared for Epidemic 
Polio Assistance Call 


One of only four in the nation, the 
Northwestern University medical school’s 
poliomyelitis team is on call to aid polio- 
stricken communities anywhere in the 
United States. 

Headed by Dr. Emil D. W. Hauser, 
assistant eis ica of bone and joint sur- 
gery, and one of the nation’s leading ortho- 
pedists, the crew is assigned to duty and 
its expenses paid by the National Founda- 
tion for Infantile Paralysis. This is the 
crew's fourth summer of duty. Last year 
it served in Boise, Ida., and before that 
in Rockford and Peoria, Ill. 
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Proc. Staff Meet. Mayo 


Trans. Coll, Physicians, Phila. 


Functions of the team include medical 
consultation to doctors of the community ; 
teaching local hospital nurses bed posture 
for patients and the administration of hot 
packs and instruction in physical therapy 
techniques of muscle re-education, and gen- 
eral functional exercises. The crew is 
prepared to stay on duty up to six weeks 
until its work in organization, teaching, 
and medical assistance is completed. After 
that, the assistant orthopedist in the team 
remains in the stricken community as long 
as he is needed. 

The other three teams operating under 
the National Foundation are those at 
Stanford and Harvard Universities and the 
D. T. Watson School of Physical Therapy, 
Leetsdale, Pa. 
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Prevention of Fistula 


Jerome Wagner, M.D. 
New York, .N. Y. 


An ischiorectal abscess is always fol- 
lowed by a fistula. This is usually called a 
fistula in ano, meaning that the internal 
orifice is in the anal canal. Presumably this 
orifice or internal opening was the site of 
entrance of infection. The sequence of 
events, therefore, was fissure or ulcer, ab- 
scess, fistula. Not all fistulae in ano are the 
result of abscesses in the ischiorectal fossa. 
Some may result from peri-anal abscesses 
which have not invaded the fossa. 

Our present knowledge of anal and peri- 
anal anatomy warrants the statement that 
ischiorectal abscess and subsequent fistula 
are avoidable. 

To recall briefly thé therapeutic attack 
that prevailed until very recent years and 
that may still prevail, let us imagine the 
patient with some acute pain in the rectum 
which has grown progressively worse. Per- 
haps it is a throbbing pain. It has not been 
excruciating pain from the onset. This pain 
has probably existed for two to five days 
before a physician was consulted. If a digi- 
tal examination of the anal canal was made, 
a tender swelling was noted in a wall of 
the anal canal. But even without this ex- 
amination the patient was usually told that 
he was probably developing an abscess, to 
return home, take Sitz baths, possibly apply 
some poultices with the purpose of bring- 
ing the abscess to a head. Until this oc- 
curred, the abscess could not be opened. 
Then followed a time interval, of increas- 
ing pain, developing redness and swelling 
over the ischiorectal fossa, and finally it 
was “ripe” for opening, either spontane- 
ously or by incision. This should not be so 
today. 

To avoid an abscess in the ischiorectal 
fossa the following routine is suggested. 
A digital examination should be made of 
the patient who gives a history of anal or 





Read before the New York Polyclinic Medical 


Society April 7, 1948. 
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peri-anal pain. This is not likely to be pos- 
sible if the patient has an acute fissure but 
with a a wae peri-anal abscess it can 
be done. A tender area in the anal wall, 
probably swollen or indurated, is palpated. 
There is usually slight temperature eleva- 
tion. Penicillin may be employed for twen- 
ty-four hours but it should be remembered 
that the advent of penicillin did not end 
certain definite surgical principles, one of 
which is adequate drainage of pus. 

This drainage should be accomplished 
before the abscess has spread to the ischio- 
rectal fossa. Using some light general 
anesthetic, a finger should be inserted into 
the anal canal and the involved area lo- 
cated. A scalpel in the other hand, make a 
slightly curved incision following the outer 
edge of the subcutaneous portion of the 
external sphincter muscle. This muscle 
bundle consists of circular fibres surround- 
ing the anal orifice which are readily iden- 
tified. The incision is deepened, paralleling 
the anal wall, with the guiding finger in 
the anal canal to insure .non-penetration of 
the anal wall. It is at times astonishing to 
find the depth to which the scalpel blade 
must be carried before the abscess is 
reached. Once reached, the abscess open- 
ing is enlarged with a hemostat to give 
satisfactory drainage. The skin incision 
should also be of generous size to achieve 
proper drainage without recourse to artifi- 
cial means such as tubes, gauze, etc. The 
abscess cavity may be cleansed and nothing 
is inserted unless there is enough bleeding 
to warrant a gauze packing, saturated per- 
haps with azochloramid in oil. This pack- 
ing should not remain more than twenty- 
four hours. After this, no packing.  Sitz 
baths and keeping the wound open until 
all infection has disappeared is all that is 
required. 


—Continued on page 360 
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Dulsating Tumor of the Orbit of Unusual Origin 






John W. Stinson, M.D., M.A., M.S., F.A.C.S. 


and 


Charles W. Jennings, M.D., F.A.C.S. 
Pittsburgh, Pa. 


Any type of orbital tumor is of rare 
occurrence, even in hospitals dealing solely 
with diseases of the eye. At the New York 
Eye and Ear Hospital in 1930 only nine 
orbital tumors were found in 35,869 ad- 
missions, and among 52,372 admissions to 
the Royal London Eye Hospital only one 
orbital tumor was seen. The infrequency, 
therefore, with which one encounters an 
orbital tumor of any type in a general hos- 
pital, is obvious. 

Exophthalmos is given as the most fre- 
quent sign of orbital tumor. Pulsating ex- 
ophthalmos is usually caused by an aneu- 


rism of the cavernous sinus and without 


treatment is rapidly progressive. 

The following case is reported not be- 
cause of the extreme rarity of orbital tumors 
but because of the unusual etiology and 
comparatively simple method of successful 
treatment. We presented this case before 
a large group of ophthalmologists at a 
local meeting and none had ever previously 
seen a similar condition. 

Mrs. E, L. White, aged sixty-two years, 
was referred to the ophthalmological serv- 
ice of Doctor C. W. Jennings at the Pitts- 
burgh Hospital on October 3, 1938, fol- 
lowing a sudden attack of agonizing pain, 
exophthalmos, redness, swelling and edema 
about the left eye. Two years prior to 
admission she had noticed a small pea-sized 
tumor at the upper inner part of her eye- 
lid near the orbital margin, and at that 
time it was movable, hard, and painless, 
giving her no trouble and apparently not 
enlarging. 

Two weeks before admission an attack 


Read before the Pittsburgh Surgical Society and 
the Pittsburgh Ophthalmological Society. 
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of bronchitis and severe coughing caused 
the tumor to increase in size and get red 
and painful. Three days before admission 
the left eye began to be pushed downward 
and outward and the tissues about the orbit 
began to swell rapidly. The pain became 
so severe that she was unable to rest and 
then she became nauseated, which greatly 
aggravated the whole condition. A physi- 
cian was consulted, a diagnosis of fe 
made, and incision and drainage advised. 
Doctor F. Bode was then called in consulta- 
tion, recognized a pulsating orbital tumor, 
and advised hospitalization. 

At the time of admission she was in an 





Fig, 1, October 7, 1938. Appearance four 

days after admission and relief by pressure 

over carotids. Redness had nearly disappeared 

but eye could not be opened except with aid, 

(Insert) Our conception of possible size and 
location of tumor. 
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exhausted condition because of severe pain 
and lack of sleep for the past three bs 
The eye at the time was rather well de- 
scribed by the admitting resident as resem- 
bling a ripe tomato. She was unable to 
- the lids due to marked swelling and 
edema. A pulsating tumor, the end of 
which seemed about the size of an acorn, 
could be palpated in the upper lid near the 
inner margin of the orbit, pushing the eye- 
ball downward and outward, causing a pul- 
sating exophthalmus. Nothing thus far had 
given her anything but partial relief from 
the throbbing pain about her left eye and 
then the relief was of very short duration. 
I saw her in consultation with Doctor Jen- 
nings after admission. Pressure made on 
the left carotid artery sufficient to stop pul- 
sation in the tumor gave her immediate 
and complete relief from pain, the first 
time in many days, We then decided to 
continue with this type of treatment at in- 
tervals, and then ah all improvement 


that seemed possible by this procedure had 
been obtained, to expose the carotid vessels 
and ligate the one involved. It was, of 
course, assumed that ligation of the in- 





Fig. 2. Appearance one month after opera- 
tion, Tumor had entirely. disappeared and 
could not be palpated. 
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ternal carotid would prove necessary and 
later the tumor could be attacked directly, 
if indicated. All other findings, including 





Fig, 3, Anatomical drawing. What would seem 

to be the most logical explanation for the re- 

sults obtained by ligation of the external in- 
stead of the internal carotid artery. 


laboratory data and x-ray, were irrelevant. 
After two weeks of intermittent pressure 
the patient's general condition greatly im- 
proved, due chiefly to the almost complete 
relief from pain. The first picture shows 
her at the end of this two-weeks period 
when the swelling, redness and edema had 
nearly all subsided and the tumor had de- 
creased some in size but with the eyeball 
yet remaining in the downward and out- 
ward position. 

Operation was carried out by one of us 
(J.W.S.) on October 26, 1938. The left 
carotid area was exposed under local anes- 
thesia. Temporary occlusion of the internal 
carotid artery had no effect upon the pul- 
sating tumor in the orbit, but when the 
external carotid was occluded all pulsation 
in the tumor ceased and it almost disap- 
peared beneath the margin of the orbit. 
The external carotid was therefore doubly 
ligated in continuity near the bifurcation 
and the wound closed. 

The artist has portrayed what we con- 
sider as the most logical anatomical ex- 

—Continued on page 355 
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/\cute Undulant Fever Relieved by 
Combined Sulfadiazine and Sulfathiazole 


Wilbur E. Flannery, M.D. 
New Castle, Pa. 


Undulant fever has been reported cured 
by running its course, by applying sympto- 
matic therapy, by using specific or non- 
specific vaccines, by fever therapy, by 
sulfonamides, and by antibiotics. In the 
December 20, 1947, issue of the Journal 
of the American Medical Association Eisele 
and McCullough reported the recovery of 
a case following the combined administra- 
tion of Streptomycin and Sulfadiazine. 
Success with this combined therapy was 
more extensively reported by Spink and 
colleagues in the Journal of the American 
Medical Association for February 7, 1948. 

The following case of acute undulant 
fever is presented as one which did not re- 
spond to Streptomycin but. did get well 
when Sulfadiazine and Sulfathiazole com- 
pound tablets were administered. 

A 58-year-old Italian, married, whole- 
sale butcher, complained of suffering from 
chills and fever, weakness and backache 
for a period of six weeks. 

The patient’s father suffered an acci- 
dental death and his mother died post- 
partum. One sister was living and well 
and, to the patient’s knowledge, no famil- 
ial disease existed among his relatives. 
The patient had had no operations; he was 
unable to recall if he suffered from any 
childhood illnesses. He did have influenza 
in 1918, 

Inquiring about other symptoms and 
systems revealed that the patient had lost 
23 pounds in five weeks, he had a poor 
appetite, and his bowels were regulated by 
cathartic pills. The patient had become 
aware of recent polydipsia and polyuria. 
He had some stiffness in his knees. The 
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patient stated that he had been restless and 
got tired easily but he slept well at night. 
He drank some beer daily, whiskey occa- 
sionally, used three cups of coffee a day, 
and smoked twenty cigarettes in the same 
period. His occupation took him to many 
farms and, in addition to the contact as a 
butcher with animals, he frequently drank 
raw milk at various farm homes. 

At the initial examination, the patient 
was noted to be a very phlegmatic, easy 
going, heavy set male weighing 185 
pounds and being 631/, inches tall. His 
temperature was 101.8° F., pulse rate 110, 
respirations 26, and blood pressure 
110/60. Positive features of the physical 
examination were carious teeth and en- 
larged tonsils. The liver and spleen were 
both palpable, smooth, and non-tender. 
The former was down three fingers below 
the right costal margin and the latter organ 
two fingers below the left costal margin. A 
small left inguinal hernia was present. 

A routine x-ray of the chest was normal. 

The initial laboratory work showed the 
urine to have a specific gravity of 1.014, 
an acid reaction, a faint trace of albumin, 
and microscopically three white blood cells 
and a rare squamous epithelial cell per 
high powered field. 

The blood count revealed R.B.C. 5,170,- 
000, Hemoglobin 14 grams, W.B.C. 7,100, 
and the differential count 61% neutro- 
philes, 1% eosinophiles, and 38% lympho- 
cytes. Fasting, the blood urea was 15 and 
the blood sugar 222 mg. per cent. Agglu- 
tinations done with febrile antigens were 
negative for typhoid ‘‘O” and ‘'H”; para- 
typhoid “A” and “B” and B. proteus X 19. 
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The B. abortus agglutination was positive 
in all dilutions taken up to 1:640. (Only 
one blood culture was taken and reported 
negative after ten days.) 

With a diagnosis of undulant fever and 
diabetes mellitus, the patient was admitted 
to the Jameson Memorial Hospital for 
treatment on June 27, 1947. 

Suffice it to say for the diabetes that on 
a diet of C 100, P 60, F 50, and 10 units 
of protamine zinc insulin daily it was con- 
trolled readily. At the time of discharge 
from the hospital on July 12, 1947, and 
because the patient refused to take insulin 
out of the hospital, he was put on a diet 
of C 130, P 70, F 60, and at the time of 
latest observance, February 27, 1948, his 
urine was sugar free and a blood specimen 
was 95 mg. two hours after eating. 

On admission to the hospital the pa- 
tient’s temperature was 102.6° F. by mouth 
at 8:00 p.m, The next day at 8:00 p.m. the 
temperature was 103° and for the follow- 
ing eight days the temperature ranged 
from 99° F. in the morning: hours to 
102.8° in the afternoon at four or evening 
at eight. 

During this first nine-day period in the 
hospital, the patient received 2 grams of 
Streptomycin in divided doses every twen- 
ty-four hours. During this time the patient 
was depressed, did not care to respond to 
conversation, complained of backache, 
headache, chilling and sweating, and was 
annoyed by his Streptomycin injections. 

On the tenth hospital day, the Strepto- 
mycin was stopped and the patient was 
given 4 grams of sulfadiazine and sulfa- 
thiazole compound tablets. This was fol- 
lowed by a one gram dose every three 
hours. On the tenth hospital day the tem- 
perature peak was 101.6° F. at 4:00 p.m. 
On the eleventh day, it was 102.6° F. at 
4:00 a.m. and again at 4:00 p.m. On the 
twelfth and thirteenth days the tempera- 
ture peaks. were 100.6° F. at 4:00 p.m. On 
the fourteenth day, the temperature did 
not rise above 99.2° F. and the highest 
temperature on the fifteenth and sixteenth 
days in the hospital was 98.4° F. 

On the twelfth hospital day the patient 
volunteered the information for the first 
time that he felt better. This was forty- 


346 





eight hours after the sulfadiazine and sulfa- 
thiazole combination was administered. 

On the sixteenth day of hospitalization 
the patient felt so well that he insisted on 
returning to his home; this was six days 
after the beginning of the sulfonamide 
combination therapy. 

When the patient went to his home on 
July 12, 1947, he was advised to con- 
tinue the sulfadiazine and_ sulfathiazole 
compound at the rate of one gram every 
four hours. He was observed in the office 
on July 18, 1947, when he stated that he 
felt fine except for an occasional mild 
sweat. At the time of this observation, his 
temperature was 98.6° F. The spleen was 
no longer palpable although the liver edge 
was down about 11/, fingers. The patient 
was told to continue with the sulfadiazine 
and sulfathiazole compound at the rate of 
one gram three times a day, which he did 
until August 1, 1947. 

On August 1, 1947, the patient came 
to the office saying that he felt well, had 
no more chills or sweats, and planned to 
return to work the next day. His tempera- 
ture on this occasion was 98° F. 

This patient was last observed on Febru- 
ary 27, 1948, when he had no complaints. 
His temperature was 98° F. and his undu- 
lant fever agglutination test was negative. 


Conclusions 


1. A butcher with a mild diabetes is 
presented with a febrile illness presumed 
to be undulant fever on the basis of clini- 
cal symptoms and on a positive agglutina- 
tion as high as the titer was carried in our 
laboratory at 1:640. 


2. Eighteen grams of Streptomycin over 
a nine-day period did not improve the 
patient. 


3. Forty-eight hours after Sulfadiazine 
and Sulfathiazole compound tablets were 
administered the patient presented im- 
provement. From the fourth day after the 
combined sulfanomide therapy the patient 
had no recorded significant temperature 
elevation and he was still well when last 
seen on February 27, 1948. 
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Breech Presentations 


A Four Year Study—the Effect of 
Some Factors on the Fetal Mortality 


Alphonse F, 


Brooklyn, New York 


Breech Presentations 


The study includes 206 cases delivered 
at the Norwegian Hospital from September 
2, 1943, to October 1, 1947. Over this pe- 
riod 4,936 Vertex and 6 Transverse Presen- 
tations were delivered, the incidence for 
Breech Presentations being 1:25. Premature 
deliveries were included in this survey. The 
cases which form the basis for this study 
were delivered by the Obstetrical Depart- 
ment and the Courtesy Staff. However, dur- 
ing the war, it was difficult at times to ob- 
tain optimum cooperation between these 
two departments. We believe this study 
should be considered in the light of this 
factor. 


Principles of Management 


Our Obstetrical Department believes in 
the conservative handling of Breech pre- 





From the Department of Obsetricts and Gyne- 
cology, Norweigian Hospital. 

Read before the Scientific Session of the Asso- 
ciated Physicians of Long Island, at the Norweigian 
Hospital, January 17, 1948. 


sentations. This entails watchful, diligent 
observation during the first stage of labor. 
All primipare with borderline pelves re- 
ceive x-ray pelvic mensuration to rule out 
Feto-pelvic disproportion. X-ray pelvimetry 
is used very frequently in elderly primip- 
are. The first stage of labor is treated 
by complete bed-rest and supportive meas- 
ures including the careful use of analgesic 
drugs. The second stage of labor is con- 
ducted in the Delivery Room with every- 
thing in readiness for the performance of 
a Breech Extraction if an indication should 
occur. Spontaneous delivery is awaited, and 
local infiltration anesthesia of the perineum 
‘is used for the performance of an episi- 
otomy. In the majority of our cases, man- 
ual assistance is given after the umbilicus 
is born. When Breech Extractions are per- 
formed deep anesthesia is used. Cesarean 
Section is utilized frequently in primipare 
with borderline pelves or with Feto-pelvic 
disproportion. It is the method of choice 
in our treatment of elderly primipare. 














TABLE I 
GROSS FETAL MORTALITY 
Gross 
Type of Live Neonatal Fetal 
Delivery Babies Stillborns Deaths Mortality 
o 
4 Z 
Oo $ 3 
Ss ¢ r ge @ ‘3 g 3 2 oad 
44 2 8 .° © 2.2.8 23 &. 2 oe : 
Parity 4 n n foe) 0 fe On | fae ae em Fi i Ae <7) 
Primiparae ..... 112 12 65 323 12 87 19 106 4 2 4 1 5 11 9.8% 
Multiparae ...... 94 16 49 23 6 73 15 88 4 2 3 3 12 12.8% 
MMGE: ec ccewes was 206 «28 «114 «46~«18 194 ae 12 we oe 11 23 «11.1% 
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In this group of 206 cases, 194 Live B—Maternal Complications (10 cases) 
Babies and 12 Stillborns were delivered. I—Stillborns: (3 cases) 
In addition, there were 11 neonatal deaths I—37-year-old Para III at 32 weeks 
making a total of 23 with a gross Fetal gestation, delivered a Stillborn 
Mortality of 11.1%. In 1945, M. Potter spontaneously. No Fetal Heart was 
reported a gross fetal mortality of 17.4% heard one month prior to admis- 
in 23,916 cases; also, R. Vogt reported sion. 
13.4% in 224 Bicech Presentations; Tomp- 2—35-year-old Para II admitted at 
kins’ series of 211 cases reported in 1943 term with no Fetal Heart heard. 
showed a 10.4% gross mortality. As these Patient was delivered of a Full 
reports demonstrate, the occurrence of a Term Stillborn with Manual Aid. 
Breech Presentation is a major obstetric (o)* 
complication carrying a high gross Fetal 3—38-year-old Para O delivered at 
Mortality. Many of these deaths, however, 20 weeks gestation of a Stillborn, 
are not due primarily to the presentation eenrese: (0) * 
but to congenital anomalies incompatible II—Ablatio Placentz (4 cases) 
with life and maternal complications ot 1—39-year-old Para O deveioped this 
Pregnancy or Labor. The following cases complication at 27 weeks gesta- 
fall into this category and shall be elim- tion, delivered a Stillborn. (0)* 
inated from this study of Fetal Mortality. 2—45-year-old Para X, had this com- 
A—cCongenital Anomalies: (2 cases) plication at 36 weeks gestation, de- 
1—20-year-old Para I, Frank Breech, livered a premature Stillborn. (0)* 
delivered by Breech Extraction, 3—35-year-old Para III at term com- 
living 8 lb. baby, expired in 35 oe by Ablatio Placentz, de- 
minutes. Spina Bifida and Hydro- ivered by Manual Aid of a Full 
cephalus. (0)* Term Stillborn. (0) * 
2—36-year-old Para III at term, de- 4—26-year-old Para II deveioped an 
livered by Manual Aid of Living Ablatio Placenta at 28 weeks ges- 
baby, expired in several hours. tation, delivered a premature baby 
Spina Bifida and Hydrocephalus. which expired 20 minutes later. 
(c)* (0)* 





TABLE II 
EFFECT OF TYPE OF BREECH AND PARITY 





Corrected 
Neonatal Fetal etal 
Live Babies Stillborns Deaths Mortality Mortality 


Corr. 

Uncomp. 

F.T. Fetal 
| Mortality 


Cases 
No. of 
| Fet. Deaths 


on 
om | 
= 
| 
x 


No. of 
Fet. Deaths 


Type of 
Breech 


Frank Primip. 


Multip. 


| — od nw ~~) oO 


1 B2% 
15.4% 11 2 18. % 
‘4.8% 19 1 5.3% 
Complete Primip. 5 ; 0 5 0 0 3 
ei Multip. : ; ; i. a nae 7 





| ©) | Total 
o |) OH) Petal 


Footling Primip. 


— 
io 


Multip. 


| 
| 


-_ oS 


Undeterm. Primip. 0 e 
pean 26 t 2 0 0 0 


Multip. 
. @ 5.7% 162 





Tot al 
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TABLE Ill 





EFFECT OF TYPE OF BREECH AND PHYSICIAN 















































Corrected 
Fetal Mortality 
No. of No. of Full Term 

Obstetrical Dept. Ft. Fetal Uncomplicated 

— Type of Breech Cases Deaths Fetal Mortality 
Prank @ Feettine. os. onic ccctvecss 76 1 3.4% 
Complete & Undeterm. ............ 29 1 3.4% 
WOM oie ncccue cee eke eee 105 2 1.9% 
Weanls: @ Pete < voiscsecectivescs 39 7 18 % 
Courtesy Dept. Complete & Undeterm. ............ 18 0 0% 
¥ WME iin eviccassececadics 57 7 12.3% 
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II1I—Vaginal Bleeding (Placenta Pre- 
via?) (1 case) 
1—35-year-old Para O at 38 weeks 
gestation, admitted in labor. Vagi- 
nal bleeding occurred 11/, hours 
before the delivery, and no Fetal 
Heart was heard. Patient was de- 
livered of a Full Term Stillborn 
with Manual Aid. At autopsy no 
cause was found. (c)* 
I1V—Severe Toxemia (1 case) 
1—28-year-old Para I at 36 weeks ges- 
tation with severe Preeclamptic 
Toxemia. Labor was induced and 
after 2 hours a premature baby was 
delivered spontaneously. Baby ex- 
pired after 25 hours. rom a 
showed Prematurity and Atelec- 
tasis of the Lungs. (0) * 
V—-Primary Uterine Inertia: (1 case) 
1—21-year-old Para O at term with 
Primary Uterine Inertia and Rup- 
tured Membranes. After 48 hours 
patient showed signs of an intra- 
partum infection, which responded 
to chemotherapy and penicillin. 
However, after 74 hours of ‘labor, 
the Fetal Heart disappeared, and 
six hours later she was deiivered 
of a Full Term Stillborn by Breech 
Extraction. Autopsy showed death 
due to intra-uterine asphyxia. (0)* 
*(o) Obstetrical Department 
*(c) Courtesy Department 
After the elimination of 12 Fetal Deaths 
which were attributable to Congenital 
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Anomalies or Maternal Causes, there re- 
mained 194, which resulted in 190 Live 
Babies and 4 Stillborns. In addition, there 
were 7 Neonatal Deaths giving a Fetal 
Mortality of 5.7% (11:194). Excluding 
the premature babies from this scries, the 
Corrected Uncomplicated Full Term Fetal 
Mortality was 9 cases in 162 or 5.5%. 
There were 85 cases of Frank Breeches 
and 30 of Footlings with 8 Fetal Deaths. 
Therefore the Fetal Mortality was found 
mainly in these two types, with Primipare 
showing 7.4% to 3.2% for Multipare in 
Frank types; and Primipare showing 18% 
to 5.3% for Multipare in Footlings. The 
Fetal Death which occurred in the Com- 
plete types was in a multipara with a Pro- 
lapse of the Cord in the first stage of labor. 


Further analysis showed that the Obstet- 
rical Department handled 105 Full Term 
cases with 2 deaths, a mortality of 1.9%, 
whereas the Courtesy Staff handled 57 with 
7 deaths, a mortality of 12.3%. The Type 
of Breech, therefore, only affected the Fetal 
Mortality if the factor of the attending 
physician was also added as is shown in 
Table III. 

Of 162 cases of Full Term Uncompli- 
cated Breech Presentations, 70% were han- 
dled conservatively with a Fetal Mortality 
of 1.7% (2 cases). There were 7 deaths 
in the Breech Extractions with a Fetal Mor- 
tality of 20%. 

Further analysis of this with the addi- 
tion of the factor of the attending physician 
is shown in Table V. 
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With the exception of 2 Fetal Deaths 
which occurred in Manually Assisted cases 
handled by the Courtesy Department, the 
remaining 7 were in Breech Extractions. 
The latter procedure was performed 35 
times; 23 by the Obstetrical Department 
with 2 deaths, a mortality of 8.7%; 12 by 
the Courtesy Department with 5 deaths, a 
mortality of 42%. 

The following indications were listed for 
these Extractions: Time, 8; Prolapse of 
Cord, 8; Fetal Distress, 10; Extended or 
Nuchal Arms, 9; Impaction of Breech, 1; 
Maternal Causes, 4; Twins, 13. 

There were no fetal deaths in this group. 
Breech extraction was used 13 times in 26 
cases of second twins presenting as Breech. 


Elderly Primiparae 
There were 14 patients, 35 years of age 
or over, in this series, resulting in 11 live 
babies and 3 Stillborns. Neonatally one 
baby expired 3 hours after a difficult Breech 
Extraction. The 3 Stillborns occurred in 
the following cases: 
1—38-year-old Para O delivered spon- 
taneously a Stillborn at 20 weeks 
gestation. (0) * 
2—39-year-old Para O developed an 
Ablatio Placenta at 27 weeks gesta- 
tion and delivered a Stillborn spon- 


taneously. (0) * Abnoemel Peloes «2... 5.5 cece 6 
3—35-year-old Para O at 38 weeks ges- Feto-pelvic disproportion ............ 4 
tation, admitted in labor. Vaginal Elderly primipara .................. 5 
bleeding occurred 11/4 hours before Previous Section ..............+++- 2; 
the delivery and the Fetal Heart was Maternal causes ...............045. 3 
TABLE IV 





no longer heard, Patient was de- 
livered of a Full Term Stillborn with 
Manual Aid. (c)* 

The Neonatal death occurred in a patient 
whose labor lasted 23 hours and resulted 
in an impaction of the breech, which was 
treated by decomposition and Extraction. 
The living 8 lb. 15 oz. baby expired in 3 
hours. 

Of the eleven Full Term Uncomplicated 
Breech Presentations occurring in elderly 
primipare, 5 were delivered by Cesarean 
Section, 4 conservatively and 2 by Extrac- 
tion with one death. Corrected Fetal Mor- 
tality, 9%. 


Prolapse of Cord 


This complication occurred 8 times, once 
in the first stage of labor and 7 times in 
the second stage. There were 6 Live Babies 
obtained and 2 Stillborns. The prolapse of 
the cord which occurred during the first 
stage of labor was treated by reposition 
and manual dilatation of the cervix and 
Extraction but resulted in a Stillborn. This 
was the only fetal death of 6 cases man- 
aged by the Obstetrical Department. The 
Fetal Mortality for this complication was 
25% (2 cases of 8). 


Indications for Cesarean Sections 


EFFECT OF TYPE OF DELIVERY 





Neonatal Fetal Corr. Uncomplicated 














Section. 18 13 





Live Babies Stillborns Deaths Mortality F.T. Fetal Mort. 
; 2 
% = = ; % S %.9 Yad. oe 
——,... &£ + oe 8 4:4 4 2 2 SOU ee 
Sp. M. A. 110 95 15 110 0 0 0 2 2 4 qd 3.6% 95 2 2.1% 
Br. Ext. . 44 31 9 40 4 0 4 3 0 3 7 16 % 35 7 20 % 
— 5 18 0 0 0 0 0 0 0 0 13 0 0 
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TABLE V 


EFFECT OF TYPE OF DELIVERY AND PHYSICIAN 



































Corr. Fetal Mortality 

at 7 
a 
% <2 525 
soa cr eas 
ZO PAT Bes 
Zez 

Type of Delivery ~ 

Obstet. Dept. Spont. & Sp. M. A. .......seeeeeeeeees 70 0 0.0% 

, DO IE. vos Cees de ovcneicteseves 23 2 8.7% 

Courtesy Dent. Spent, & Gp. Me Ae o.ccccccecsccesees 44 2 4.5% 

ee Breech Ext. .....cccccccccccsccccccese 12 5 42.0% 

TABLE VI 
MULTIPLE PREGNANCY 
Type of Delivery Live Babies 
Spont. 
No. of or Breech 
Cases S.M.A. Ext. ¥.F. Prem. Total S.B. N.D. F.M. 

Te FR ccc vedveus 5 4 1 1 4 5 0 0° 0 
ele ME hss vedviss 26 13 13 12 14 26 0 0 0 








Analysis of these deaths showed that ot 
the 13 occurring on Obstetrical Service 
only one could be attributed to the Breech 
delivery; one to Prolapse of the Cord; six 
to Prematurity and five to Congenital 
Anomalies and Maternal Causes. Of the 10 
which occurred on the Courtesy Service, 
six were traumatic; one due to Prolapse of 
the Cord; one to Congenital Anomalies; 


Footling Breeches, with six of these 
in Primipare. The Obstetrical Depart- 
ment managed 105 cases with 2 
deaths, a mortality of 1.9%. The other 
57 cases were handled by the Courtesy 
Staff with 7 deaths, a mortality of 
12.3% (Tables II and III). 


4—At the Norwegian Hospital, Breech 
Presentations are managed conserva- 
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one due to Prematurity; and one due to 
Maternal Causes. 


Summary: 
1—Two hundred and six cases of Breech 


Presentations occurring in 5,148 de- 
liveries at the Norwegian Hospital, 
over a four year period, were analyzed. 


2—The effect on the Fetal Mortality of 


the following factors were studied: 
(1) hype of Breech; (2) Parity; (3) 
Type of Delivery; (4) Multiple Preg- 
nancy; (5) Elderly Primipara; (6) 
Attending Physician. 


—In 162 full term uncomplicated Breech 


Presentations, there were 9 Fetal 
Deaths, a mortality of 5.5%. Eight of 
these deaths were found in Frank and 


tively, 132 cases or 70% being de- 
livered spontaneously or with manual 
assistance. There was a Fetal Mor- 
tality of 1.7% (2:132) in these cases. 


5—Breech Extractions were performed 35 


times in full term uncomplicated cases 
with a fetal mortality of 20% (7 
cases). Of these, 23 occurred on the 
Obstetrical Service with 2 deaths, a 
mortality of 8.7%. The remaining 12 
were on the Courtesy Service and re- 
sulted in 5 deaths, a mortality of 42%. 
Indications were used for each extrac- 
tion performed. 


6—There were 31 cases of Multiple Preg- 





nancy, in which the breech presented 
either as the first or second twin. No 
fetal deaths occurred, Breech extrac- 


351 












































tion was used to deliver 13 second by the Courtesy Department resulted - 




































































twins. in a higher Fetal Mortality than when 
7—-Eleven full term uncomplicated Breech handled by the Obstetrical Depart- 5- 
Presentations were found in Elderly ment. The difference in the results of 
Primipare. There was one Fetal death, these two arbitrarily selected groups “i 
a mortality of 9%. Five of these cases of practitioners is probably statistically 
were delivered by Cesarean Section. significant as the odds against chance 
8—Prolapse of the Cord occurred 8 times, are 22 to 1. 
resulting in 6 live babies. The Obstet- | 3—The Obstetrical Department had a 
rical Department handled 6 cases with Corrected Fetal Mortality of 1.9% in 
one fetal death. This occurred in a Full Term Uncomplicated cases. This 
multipara in whom the prolapse oc- compares favorably with reports in the 
curred during the first stage of labor. literature (5, 8). 
9—Eighteen Cesarean Sections were per- | 4—Our series has proven too small to | 
formed with no Fetal Death. evaluate all of the factors which may pr 
. . Ovi 
10—Analysis of the Fetal Deaths occurring play a role in the production of the ie 
on the Obstetrical Service showed one Fetal Mortality in Breech Presenta- ea 
death due to Cerebral Injury and one ee - 
due to Prolapse of the Cord. Of the | 5—Conservative treatment is advocated, 
Fetal Deaths which occurred on the This Presentation should be managed ti 
Courtesy Service, six were attributed by or with the aid of Obstetrically hi 
to Tfauma and one to Prolapse of the trained physicians. di 
Cord. wr 
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& Gynecology, 


Discussion of Dr. Alphonse Pagano's Paper 


By 


Austin B. Johnson, M.D., F.A.C.S. 
Far Rockaway, N. Y. 


The management of breech delivery is a difficult 
problem and the infant mortality has not improved 
over the past 25 years according to most writers. 

The paper by Dr. Pagano presents two outstand- 
ing facts, namely: (1) Breech extraction is a diffi- 
cult problem, and (2) the infant mortality in breech 
delivery is six times greater with the courtesy staff 
than with the attending obstetrical staff. 

As to the first condition, I might say that when 
a manual assistance becomes difficult, breech extrac- 
tion must be resorted to. It may well be that a 
high infant mortality accompanies breech  extrac- 
tions because the latter must be performed in the 
dificult cases. I would like to interject here that 
unfortunately x-ray is not of any value in deter- 
mining cephalopelvic disproportion in breech presen- 
tation. It, however, does tell the size and type of the 
pelvis. The cardinal prerequisites in breech extrac- 
tion are first and foremost, as in all obstetrics, full 
dilation of the cervix; second, deep anesthesia; third, 
wide episiotomy before starting the extraction; and 
fourth, the presence of someone who is familiar 
with the use of Piper’s forceps on the after-coming 
head. With the thirteen twin deliveries as reported 
in this paper, there was not a single mortality and 
this is because the four prerequisites were present. 
| personally believe that if breech extraction is car- 
ried out properly, the infant mortailty would be 


SUBTOTAL GASTRECTOMIES 
—Continued from page 327 





own series I have been compelled to leave 
about fifty per cent of the ulcers in situ, 
it being practically impossible to dissect 
them away from the pancreas and save 
sufficient duodenal wall to turn in. So far 
as I have been able to determine, the in- 
dividuals in whom the ulcer is left in situ 
at operation make just as satisfactory a 
convalescence as the ones in whom I have 
been able to remove the ulcer completely. 

I have had no ulcer recurrences in a sin- 
gle case in this series of 90; one would 
reasonably, therefore, be inclined to accept 
the common theory that protecting the ulcer 
crater from the action of the digestive 
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loweted. I use breech extraction in all cases with 
good results. 


As for the second point concerning the doctors of 
the courtesy staff, I dare say that many of these 
cases were seen in consultation by the attending 
obstetrical staff. Any consulting obstetrician who 
knows a courtesy physician is not capable of prop- 
erly handling a breech delivery must assume the 
responsibility of the delivery and be present when 
needed. Any physician who attends only one breech 
case a year should not be allowed to handle such 
a case except under supervision. Nobody is allowed 
to do one dilation and curettage or one appendix a 
year in any hospital. I believe that one way to 
overcome the difficulties encountered by the courtesy 
staff is by open monthly conferences. At these con- 
ferences the courtesy and all other men doing ob- 
stetrics are obliged to present the case or cases 
which caused difficulty and everybody present is 
allowed to give his opinion and criticism. A doctor 
under these circumstances will always seek sound 
advice and assistance. The director of any obstetrical 
service must see to it that the men on the courtesy 
staff do not have too many difficulties or fatalities. 

I have enjoyed studying Dr. Pagano’s paper and 
wish to thank him for the privilege of discussing it. 
1502 Mott Avenue. 


+ 


enzymes of the stomach naturally en- 
courages the healing process, nor has there 
been return of the original symptoms in a 
single case. 

Unless the pathologist is very under- 
standing and very charitable in his heart, 
when he inspects these sections of the 
stomach in his laboratory he might con- 
clude that the patient, from his point of 
view, did not really require an Operation 
of such gravity as resection, because he 
usually finds in most cases only chronic 
gastritis in the specimen that he examines. 
The explanation of this is very simple — 
the ulcer crater was either left sticking to 
the pancreas or was in such a position in 
the duodenal cap as to be clamped and 


—Continued on page 366 
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EDITORIALS 


"Merciful Release" 


The arguments for eu- 
thanasia also support sui- 
cide and align these two 
ignoble things to the point 
of identity; the former 
would be really a camou- 
flaged legalization of sui- 
cide. In the case of euthan- 
asia the sufferer would appeal to a court to 
sanction an end to an intolerable situation. 
All procedure would be under the auspices 
of a medical and legal board. The legaliza- 
tion of conventional suicide under other 
intolerable conditions could by the same 
token be similarly instituted> Intolerable 
situations may relate just as much to the 
one case as to the other and with the same 
force. If reproach is out of order in the 
one case it is out of order in the other. If 
physical suffering justifies the one, mental 
suffering, if officially rated adequate, justi- 
fies the other. Whether the lethal dose is 
administered by the board or by the sufferer 
himself under supervision is immaterial. It 
is the sufferer’s will to die that governs 
the spectacle, however stage-managed. 

Therefore, in time, if euthanasia were 
to be instituted, conventional suicide, vir- 
tually the same thing, would be taken out 
of its present ignoble status, in the sense 
in which the euthanasia supporters seem 
to reason. 

It would be like any other chain reac- 
tion. To our already notable repudiations 
of a civilized way of life a weird addition 
would have been made. 


The Brookings Report 


The unbiased conclusions and recom- 
mendations of the Brookings Institution of 
Washington, D. C., in its Report to the 
Subcommittee on Health of the Senate 
Committee on Labor and Public Welfare, 
carries much of the effect that a decision of 
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the Supreme Court of the 
United States would have 
in the legal sphere. In this 
case the impartial experts 
rule against socialized 
medicine [‘‘nationalyphil- 
is}, giving cogent and 
convincing reasons for 
their decision. 
go far to put a brake on 
the sophistries of the propagandists who 
for so long have voiced their totalitarian 
gospel. 

All the agitation has at least served to 
crystallize, at long last, sane principles— 
control by individual states of the form in 
which professional services are rendered, 
and no National Government administra- 
tion. 


Tyranny Seemingly Wins 

In achieving the partial nationalization 
of medicine, Britain’s Minister of Health, 
Aneurin Bevan, has split the British people 
into two classes, one which will accept the 
nationalized medical service and one which 
will seek care as private, fee-paying pa- 
tients of their own doctors and in hospitals 
reserving certain space for such patients. 
Most of the hospitals are now state-owned 
—2,751 out of 2,987. Of course, the same 
cleavage that divides the people also di- 
vides the profession. 

Such class distinctions are nothing new 
to the British. The fact that much the 
same sort of thing has been powrees and 
fought for here ought to stiffen resistance 
to such undemocratic projects. 

Let us carefully watch this “noble ex- 
periment,” over which we understand the 
general public is not enthusiastic. Bevan is 
a notoriously poor executive. The National 
Health Service has already been dubbed 
Bevan’s Blunder. Failure of this project 
and failure to nationalize steel—another 
of Bevan’s aims—may soon lead to the 


MEDICAL TIMES, AUGUST, 1948 


It should — 





a Oe oT 


the 
ive 
his 
tts 
ed 
iil. 
nd 
or 


Id 


- = 


'_ — © 








extinction of this politician. 

A doctor practicing in a southern suburb 
of London sums up the situation in this 
wise: “The only thing that is keeping me 
from going nuts is the thought that some 
of my private patients will stick by me and 
continue to pay for special service.” Special 
service obviously means medical attendance 
of good quality. 


Officers of the Court 


Elsewhere in this issue, under General 
Practice, we reprint an editorial which ap- 
peared in the June 20, 1948 issue of New 
York Medicine, the official publication of 
the Medical Society of the County of New 
York, in which is discussed the lack of re- 
lationship between the metropolitan hos- 
pital as those physicians in its neighbor- 
hood who are not on its staff or on any 
other staff. The editorial makes some ex- 
cellent suggestions looking to a change in 
this grotesque situation. Lacking good re- 
lationships in this matter the hospital as 
an alleged teaching center of the profes- 
sion is in large part a failure. The editorial 
we have cited is one more evidence of an 
increasing respect for, and understanding 
of, the general practitioner. Such manifes- 
tations of intelligence, however, are not a 
sign of unalloyed spontaneity, but of tardy 
realization that certain quarters ‘‘are slowly 
turning to rebellion,” as the editorial itself 
phrases it. 

Just as every lawyer in good standing is 
an officer of the court, with certain obliga- 
tions and _ responsibilities appertaining 


TUMOR OF THE ORBIT 
—Concluded from page 344 





planation of this condition. Any vascular 
tumor in the orbit receiving its blood sup- 
ply by this or any other route from the 
external carotid must indeed be of rare 
occurrence, 

_Convalescence was uneventful, the tumor 
disappearing entirely and the eyeball re- 
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thereunto, so every qualified general prac- 
titioner should be a part of some hospital 
center—the medical equivalent of a court. 
Mere membership in a medical society and 
the taking of academic postgraduate 
courses are not enough, educationally 
speaking; and the general practitioner 
should never have to lose touch completely 
with his hospitalized patients, as is so often 
the anomalous case now. 

Certainly the doctor is as well qualified 
professionally as the lawyer, but in the 
case of the latter no obscene discrimination 
takes place at any point. The cleavage in 
medicine raises a question as to the present 
height of its professional plane when 
measured against the law. Let's raise it. 


Alleged Solicitude 


At a time when additional hospital beds 
are needed for the present and future, by 
reason, among other things, of the recent 
rise in the birthrate, hospital building costs 
have risen 275 per cent above the 1938 
level. 

It would seem that urgent hospital needs 
should take precedence over such things 
as the vast State University system that is 
in process of creation and the stupendous 
highway construction that is to cost so 
much. 

Further breakdown in hospital facilities 
would mean relinquishment of our place 
in civilization. Is that to be the outcome? 
It is a horrifying picture that the mind’s 
eye seems to see. Is society's solicitude 
concerning the sick and injured a more or 
less fraudulent sentiment ? 
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turning to its normal position and func- 
tion. She was dunnieed Seems the hospital 
on November 6, 1938, and has been seen 
at intervals since. Recovery has been com- 
plete. The last time she was seen by us 
was nearly three years ago and she was 
in excellent health. We feel now that after 
all these years we can expect her to remain 
free from any recurrence of the condition. 
406 Medical Arts Bldg. 

3700 Sth Avenue 





Foreign Letter 


London 


New Light on the 


A most important addition to our 
knowledge of malaria has just been an- 
nounced by Professor'H. E. Shortt and Dr. 
P. C. C. Garnham, of the London School 
of Hygiene and Tropical Medicine. 

Investigating the miscroscopic parasite 
that causes monkey malaria (Plasmodium 
cynomolgi), they have found developmen- 
tal stages in the liver of the infected ani- 
mals, thus establishing the so-called ‘‘tissue 
form” in the life history of this parasite 
which, although it has been postulated, 
has never been isolated or seen. The 
Plasmodium vivax which causes human 
tertian malaria is very closely akin to the 
monkey malaria parasite, so there is a very 
strong possibility that it, too, will prove to 
follow the newly discovered developmental 
cycle. 

The significance of Shortt and Garn- 
ham’s announcement is that it fills in the 
last gap in our understanding of the com- 
plicated life history of the parasites that 
cause mammalian malaria. They are minute 
unicellular organisms, capable of repro- 
ducing themselves with great rapidity and 
in different forms, at different stages in 
the life cycle. From the point of view of 
human discomfort, the most important part 
of this cycle is spent in the red blood cor- 
puscles of the host. Here each individual 
(called at this stage-a schizont) reproduces 
itself by successive divisions until the cor- 
puscle breaks up, setting free the new 
generation (merozoites) and with them 
the toxins produced in the course of their 
metabolism. It is these toxins, liberated 
into the blood stream of the host, that re- 
sult in fever—the difference between ‘‘ter- 
tian,” ‘‘quartan,” and “‘pernicious” ma- 
larias being the difference in the time the 
three species of Plasmodium take to pro- 
duce and set free a generation of merozo- 
ites. 
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Malaria Parasite 


A mosquito of the genus Anopheles 
sucking the blood of an infected person 
will take into its stomach certain descen- 
dants of these merozoites, which have male 
and female potentialities. These conjugate 
by pairs in the gut of the insect and become 
transformed into an elongated form which 
burrows through the gut wall and encysts 
on the outer surface of the stomach. Even- 
tually it multiplies by division within the 
cyst, producing spindle-shaped sporozoites 
which are carried in the mosquito’s blood 
stream to its salivary glands. From here 
sporozoites are injected into a mammalian 
host when the insect sucks blood. 

Many years ago an observer claimed to 
have witnessed sporozoites actually pene- 
trating the red cells of a new host, after 
which they were said to develop into 
merozoites as described; later work, how- 
ever, showed that the complete life cycle 
was not as simple as this. It was found, 
for example, that subjects innoculated with 
blood containing malaria parasites could 
be cured permanently after infection by 
quinine, and that if quinine were taken 
while the parasites were incubating in the 
blood cells, the infection could be pre- 
vented altogether. If, on the other hand, 
the subjects were innoculated with malarial 
sporozoites from a mosquito’s saliva, then 
Per given during the incubation period 
ailed to prevent an attack of malaria. It 
was Clear, then, that infection produced by 
sporozoites differed fundamentally from 
that resulting from injections of blood in 
which the parasites were already lodged in 
the corpuscles, and it became accepted that 
sporozoites, on entering the host, do not go 
straight to the corpuscles but pass first into 
the tissues and then undergo further de- 
velopment before they reappear as familiar 
trephozoites. The problem so far as human, 

—Continued on page 358 


MEDICAL TIMES, AUGUST, 1948 





GENERAL PRACTICE 


THE LOCAL HOSPITAL AND THE NEIGHBORHOOD PRACTITIONER 


There are literally thousands of general 
practitioners practicing in the neighbor- 
hoods of our various large metropolitan 
hospitals, some in the very shadows of the 
buildings themselves. A high percentage of 
these men are not on their local hospital 
staffs, and some have no hospital connec- 
tions. For the most part these men send 
their sick cases to their local hospital for 
treatment when necessary, picking them up 
again as private patients when they are dis- 
charged. And yet these men never set foot 
inside their neighborhood hospital, for the 
simple reason that they feel they are not 
welcome. 

A particular type of chauvinism is mani- 
fest in the attitude too often displayed by 
our hospitals and their staffs towards the 
man around the corner who is not only 
looked down upon by his more fortunate 
brothers, but as a general rule ignored by 
the institution. That this is an unhealthy 
situation, goes without saying. That it is 
conducive to spreading dissatisfaction also 
is obvious. It should be remedied. 

If our large hospitals are to be teaching 
centers in the true sense, and certainly 
more and more of them are striving to be 
known as teaching institutions, their activi- 
ties should be all embracing. How much 
better it would be if our hospitals made a 
point of inviting the neighborhood physi- 
cians to their weekly and monthly scientific 
sessions. What little extra expenditure 
would be involved in sending the patient 
back to his local doctor with a copy of his 


hospital summary? To keep the district 
physicians informed of the special clinic 
hours would not only be a nice gesture, but 
would save both physician and _ hospital 
time usually wasted in telephoning. And 
certainly the libraries and other scientific 
facilities should be open to all. 

A constructive program instituted along 
these general lines by hospital management 
directed towards this all important segment 
of our medical profession would do much 
to build up a feeling of unity and brother- 
hood in the profession itself, and would 
enhance the particular hospital’s reputation 
in its own community. In addition, it might 
go far in lessening the spirit of dissatisfac- 
tion which is slowly turning to rebellion 
in certain quarters. 

Let us not forget, in our excited con- 
jecture as to who is “left’’ and who is 
“right,” that there is a great body of 
“middle of the roaders”” whose daily con- 
scientious hard work makes them the 
leaven of our profession. 

“ .. A well trained sensible doctor is 
one of the most valuable assets of a com- 
munity, worth today, as in Homer's time, 
many another man. To make him efficient 
is our highest ambition as teachers. To save 
him from evil should be our constant care 
as a guild.” These words were written by 
Sir William Osler forty-six years ago.— 
New York Medicine (Ofhcial publication 
of the Medical Society of the County of 
New York, June 20, 1948) 


IMPROVING THE STATUS OF GENERAL PRACTITIONERS 
IN THE MEDICAL STAFF ORGANIZATION OF HOSPITALS 


1. The depletion of the ranks of the 
general practitioner is alarming and the 
tate of replacements is negligible and 
woefully inadequate. 

2. The present ratio of specialists to 
general practitioners greatly exceeds re- 
quirements, is economically unsound and 
fepresents a waste of medical resources. 
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3. 85% of the ills of the public come 
within the diagnostic and therapeutic abil- 
ity of the general practitioner. 

4. Three-fifths of all medical care is 
now and will probably remain in the hands 
of the general practitioner. 

5. Without an adequate number of gen- 
eral practitioners, the American people 


357 





cannot obtain adequate medical care at a 
reasonable cost and the present unregi- 
mented system of medical care cannot 
survive. 

These conditions represent the consider- 
ate opinion of the most authoritative minds 
in medicine and medical economics in this 
country. Their findings and other authorita- 
tive studies indicate clearly that our hos- 
pitals should not limit their training activi- 
ties to the development of specialists but 
that more of our house officers should be 


trained for general practice and that the 
former scope of their training be improved, 
Instead of adding annually from 3-4000 
new specialists to the profession, we should 
train also a substantial number of these 
residents for general practice to fill the de- 
pleted ranks of the general practitioner and 
to supply the public’s and the profession's 
greatest need.—Curtis H. Lohr, M.D., in 
News and Views, organ of the American 
Academy of General Practice of Greater 
St. Louis (June, 1948). 


COLORADO—MEDICAL PRACTICE 


A Division of General Practice has been 
created within the Department of Medi- 
cine at the University of Colorado’s Medi- 
cal Center. The new program, which goes 
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or near human, malaria parasites were con- 
cerned, however, was: what tissues? This 
question remained unanswered until the 
end of January, when Shortt and Garnham 
announced that they had located the tissue 
stages of Plasmodium cynomolgi in the 
liver of a monkey which had been strongly 
infected with 5 gr seven days previ- 
ously. These schizonts show up in stained 
thin sections of liver as roughly ovoid 
bodies with a diameter of up to 1/30 of a 
millimeter. The majority of them are then 
nearly mature and at the stage immediately 
preceding multiple division to produce 
merozoites. 

Why these “tissue stages’’ have so far 
eluded investigators who have been look- 
ing for them keenly during the last few 
years is due angered to a variety of rea- 
sons. In the first place, very heavy dosages 
of sporozoites are necessary if developmen- 
tal forms are to be found easily; secondly, 
practice hitherto has favored the examina- 
tion of smears rather more than of thin 
sections and, parasites are far less readily 
found by the Samet means. It is possible, 


into effect next September, is designed to 
improve the qualifications and background 
of family doctors. The University of 
Michigan’s plan comes to mind. 


+ 


too, that the tissue forms may be evanes- 
cent, the majority disappearing when the 
cycle within the blood corpuscle has been 
established. Another factor that may have 
led to schizonts escaping recognition is 
their relatively large size. Already follow- 
ing on Professor Shortt’s demonstration 
reports are being published confirming his 
discovery by the finding of similar para- 
sites in other laboratories. 

' The application of’ the discovery to 
problems of human malaria may be ex- 
pected to follow rapidly. The Lancet, for 
example, suggests that Plasmodium falcip- 
arum (pernicious malaria) develops in 
the human liver for five to six days in the 
same general form as P. cynomolgi in the 
monkey, and that the tissue form then 
probably dies out soon after infection has 
developed in the blood corpuscles. P. vivax 
(tertian malaria), it is suggested, develops 
in the liver for six days and _ schizonts 
probably persist there for one to three 
years, giving rise at intervals to relapses 
typical of tertian malaria. Tissue forms of 
the quartan parasite (P. Malariae) prob- 
ably persist for twenty years. Verifications 
of such suggestions should, in the light of 
Shortt and Garnham’s work, prove simple. 

IAN Cox. 
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CANCER 


Serial Surveys of Current Concepts 


Part Ill. Diagnosis 


According to Clute (12) the first step 
in the early diagnosis of cancer of the 
pancreas is the recognition of the fact that 
vague disturbances of digestion in patients 
in middle life may be due to beginning 
pancreatic cancer—epigastric discomfort 
and distress, indigestion, flatulence, and 
sometimes pain. When case study fails to 
reveal definite pathology in the stomach, 
duodenum, colon or gallbladder, the lesion 
may be in the pancreas. When epigastric 
pain is complained of, it is usually dull, 
boring and penetrating in character; some- 
times it is colicky. Large and rapid weight 
loss and the appearance of jaundice are 
later symptoms. Physical signs may be ab- 
sent. Thorough gastro-intestinal x-ray 
study is necessary. Duodenal tube drain- 
age may show the presence of blood and 
the absence of bile. Blood may be per- 
sistently present in the stools. Glucose may 
be found in the urine. 
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PREVENTION OF FISTULA 
—Continued from page 342 





The procedure just described was for a 
peri-anal abscess, an abscess that had not 
progressed beyond the internal wall of the 
ischiorectal fossa. This wall is made up 
of the extrinsic muscles of the anal canal, 
namely, the three bundles of the external 
sphincter ani muscle and, to some extent, 
portions of the levator ani. The course of 
infection follows fascial planes, first be- 
tween these muscles and the anal wall 
proper, then eventually to the ischiorectal 
or ischio-anal fossa, as it is sometimes 
called. 

Drainage of the abscess as just described 
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will more frequently than not result in 
complete cure—that is, without fistula 
formation. There has recently been some 
advocacy of locating an internal or anal 
opening at the time of primary external in- 
cision, and incising this. I do not agree, for 
I feel that this is unnecessary if proper 
drainage is effected. Early recognition, early 
operative interference, and generous drain- 
age facilities have proven sufficiently suc- 
cessful to justify the statement that most 
fistulae about the rectum or anus may be 
avoided and that most ischiorectal abscesses 
should not occur. However, always warn 
the patient who has had an abscess that a 
fistula may develop. 

57 WEsT 57TH STREET 
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The Importance of Occult 
Blood in the Stool 


W. D. Paul and H. E. Hamilton 
(American Journal of Digestive Diseases, 
15:26, January 1948) emphasize the im- 
portance of digital examination of the rec- 
tum and a test for occuit blood as a routine 
part of the physical examination, even 
when there are no definite gastro-intestinal 
symptoms. For the occult blood test, the 
washings from the gloved finger used for 
rectal examination are employed. Reagents 
that have been employed for the test for 
occult blood have been difficuit to handle, 
but recently a tablet using orthotolidin as 
the reagent (Hematest tablet) has become 
available, which simplifies the procedure. 
For tests with this tablet a drop of the 
washings from the gloved finger is placed 
on a small piece of filter paper, the tablet 
is placed on this moistened filter paper and 
two drops of water are permitted to flow 
over the tablet and down on the filter 
paper. The tablet is very sensitive for oc- 
cult blood; a proportion of occult blood of 
1:20,000 will give a blue color within two 
minutes. Three illustrative cases are re- 
ported, showing the value of the digital 
rectal examination and occult blood test. 
In the first case, the patient showed definite 
anemia, and had had only vague gastro- 
intestinal symptoms; the test for occult 
blood was strongly positive; further x-ray 
and sigmoidoscopic studies showed ulcera- 
tive colitis to be the cause of recurrent 
blood loss. In the second case, although 
there was no history of bowel disorder, the 
test for occult blood was positive and fur- 
ther diagnostic study showed a carcinoma 
of the rectum, which was successfully re- 
moved by abdominoperineal resection be- 
fore any metastasis had developed. In the 
third case there was a history of constipa- 
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tion and vague abdominal symptoms for 
several years and gastric distress for one 
year, associated with a _psychoneurosis. 
Physical examination was “‘essentially nega- 
tive” except for the finding of occult blood 
in the stools. X-ray and gastroscopic ex- 
amination showed a Iarge ulcerating lesion 
on the lesser curvature of the stomach, 
which proved to be carcinoma and in- 
operable. 


COMMENT 


An important article. This simple test is 
too often neglected, It can be done in any 
office in a few moments, First the stool should 
be inspected to see if blood is present, color, 
consistency; then a small amount of stool is 
placed on a kleenex sheet and the test as 
described is done, Or, as the authors suggest, 
washings from the gloved finger are employed. 
Orthotolidin is very sensitive, I have used the 
test for occult blood in the urine but found 
it too sensitive, M.W.T. 


Streptomycin in the 
Treatment of Tularemia 


R. C. Berson and A. B. Hartwell (Amer- 
ican Journal of Medical Sciences, 215:243, 
March 1948) report the treatment of 56 
cases of tularemia at a Veterans’ Hospital 
with streptomycin. In 10 cases of the ul- 
ceroglandular type of the disease, in which 
treatment was begun on or before the 
twelfth day of disease, there was evidence 
of clinical improvement within twenty- 
four hours, and the temperature was nor- 
mal in an average of three days. In 7 
cases lymphadenopathy had completely dis- 
appeared by the time of discharge from 
the hospital, and in the other 3 cases the 
lymphadenopathy showed marked regres- 
sion. In the 29 cases of this type in which 
streptomycin treatment was begun after the 
twelfth day, improvement was not as rapid, 
and the lymphadenopathy showed slower 
regression, after the patients became 
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afebrile and other — had cleared 
up; 6 patients had discharging buboes 
at the time of their discharge from the 
hospital. In the 15 cases of pleuropul- 
monary tularemia treated with streptomy- 
cin improvement was most rapid in those 
cases treated on or before the twelfth day 
of the disease, but all of these patients 
recovered. The only death in the series 
of 56 cases occurred in a man fifty-one 
years of age with the ulceroglandular type 
of the disease, who was found to have 


is refractory to streptomycin, M.W.T, 


Relation Between Structural and 
Functional Alterations of the Liver 


Murray Franklin and associates (Journal 
of Laboratory and Clinical Medicine, 
33:435, April 1948) report 165 biopsy 
studies of the liver on 130 patients with 
various types of liver disease and the cor- 
relation of the findings with a series of 


carcinoma of the 
pancreas at au- 
topsy; streptomy- 
cin had caused 
prompt remission 
of the fever in 
this patient. The 
dosage of strep- 
tomycin and the 
duration of treat- 
ment varied con- 
siderably in this 
series; the total 
dosage varied 
from 1.9 gm. to 
20 gm., averaging 
8.1 gm. and the 
duration of treat- 
ment varied from 
four to eighteen 
days averaging 
9.1 days. The 
dosage was the 
same in the pleu- 
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tests of liver 
function carried 
out within two 
days of the bi- 
opsy. The liver 
diseases studied 
included acute in- 
fections and tox- 
ic hepatitis, ex- 
trahepatic biliary 
obstruction, dif- 
ferent types of 
cirrhosis and a 
miscellan- 
eous group such 
as amyloidosis 
and xanthomato- 
sis. When the 
biopsy showed 
diffuse liver cell 
damage, there 
was a statistically 
significant corte- 





ropulmonary as 





lation between the 





in the ulceroglan- 

dular cases, but the duration of treatment 
averaged two days longer in the former. 
The effect of streptomycin was most ‘‘dra- 
matic’ in patients acutely ill and pur- 
suing a stormy course, especially in the 
pleuropulmonary group. The bubo was 
the most refractory of all tularemic 
lesions to streptomycin, even when the 
dosage was adequate to relieve other 
manifestations of the disease. 


COMMENT 


Streptomycin apparently works well in 
tularemia, One wonders if high voltage roent- 
gen therapy might be tried for the bubo which 
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liver cell damage 
and the cephalin-cholesterol flocculation, 
thymol turbidity, albumin/globulin ratio 
and bromsulfalein retention; there was a 
lesser degree of correlation with increased 
prothrombin time, highly elevated serum 
bilirubin, reduced vitamin A plasma lev- 
els, and slightly elevated alkaline phos- 
phatase. In cases in which the biopsy 
showed focal necrosis, no definite corre- 
lation with any of the liver function tests 
was found. When regeneration of liver 
cells was found by biopsy, there was a defi- 
nite correlation with elevated values of the 
thymol turbidity test, but with no other 
liver function test. In cases of distorted 
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reconstruction of the liver parenchyma with 
partial or complete loss of the lobular pat- 
tern, there was significant correlation with 
cephalin-cholesterol flocculation, and some 
correlation, but less significant, with the 
thymol turbidity test and sedimentation 
rate. In cases of periportal inflammatory 
reaction, there was significant correlation 
with increased sedimentation rate, and a 
minor correlation with the cephalin-choles- 
terol flocculation test. In fatty necrosis of 
liver cells, there was no correlation with 
any of the liver function tests. In cases 
of increased Kupfer cell activity, there was 
a close correlation with the albumin-globu- 
lin ratio and with a marked increase in 
serum bilirubin. It is evident, therefore, 
that diffuse liver cell damage shows a good 
correlation with many of the liver func- 
tion tests, while there is no evidence that 
focal changes or fatty changes in the liver 
cells impair liver function to any demon- 
strable extent. The fact that the periportal 
reaction is inflammatory explains its corre- 
lation with the elevated sedimentation rate. 


COMMENT 
This is a good way to correlate the various 
tests with anatomic findings, Apparently the 
tests are not so satisfactory when there are 
focal or fatty changes in the liver cells. 


M.W.T. 


Studies with Medicated Aerosols: 
The Use of the Lungs as a Portal 
for the Introduction of Therapeutic 
Agents for Systemic Effect 


S. J. Prigal (Annals of Internal Medi- 
cine, 28:814, April 1948) describes a com- 
bined steam generator and aerosolizer, 
which is compact and convenient, suitable 
for home, office or hospital use. Self ad- 
ministration is easily learned by the pa- 
tient as the technique of its use is simple. 
The aerosol produced may be given by 
simple inhalation, by confining the patient 
in a small chamber into which the aerosol 
is blown, by confining the aerosol in a 
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tent covering the patient, or by confining 
the aerosol in a box from which the pa- 
tient inhales. It has been found that the 
inhalation of sodium sulfadiazine aerosol 
produced by the apparatus described re- 
sulted in a rapid and prolonged absorp- 
tion of the drug and satisfactory blood 
levels. With the tent or breathing box 
method inhalation of penicillin-propylene 
glycol aerosols resulted in excellent thera- 
peutic blood levels of penicillin maintained 
for five or six hours. Such aerosols can be 
used, therefore, not only for the treat- 
ment of local bronchopulmonary infections, 
but also for systemic infections and infec- 
tions elsewhere in the body. These studies 
indicate that the inhalation of penicillin 
aerosol may be used to replace penicillin 
injections, which would be of special ad- 
vantage in treatment of infants and chil- 
dren, or when prolonged treatment is neces- 
sary as in subacute bacterial endocarditis. 
In the treatment of over 200 patients with 
penicillin aerosol very few allergic reac- 
tions have been observed. It may be pos- 
sible to administer other drugs by the 
aerosol method, but it is not suitable for 
substances of high molecular structure, 
such as insulin; injury to the lungs might 
be possible with the use of strong acids 
or other harmful agents. It has been found 
that aminophyllin can be successfully ad- 
ministered by the aerosoi method, and 
that this is of special value in asthma, as 
it may be effective even when intravenous 
aminophyllin is not effective. Ammonium 
chloride can also be given by inhalation, 
and: is also of value in asthma. Where 
bronchiectasis or bronchitis is present with 
asthma, preliminary treatment with a 
mixed aerosol of aminophyllin and am- 
monium chloride has been followed by 
treatment with penicillin aerosol by the 
tent or breathing box method. 


COMMENT 


This article is intriguing. Besides the use 
of penicillin and sulfadiazine for infections, 
apparently aerosols with aminophylline and 
ammonium chloride may be used for asthma. 

M.W.T. 
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UROLOGY 


Transurethral Surgery in Patients 
Past Eighty Years of Age 


W. A. Milner (New York State Journal 
of Medicine, 48:799, April 1, 1948) re- 
ports transurethral resection to relieve pros- 
tatic obstruction in 180 patients eighty 
years of age and over, in five years. Five 
of the patients were over ninety years of 
age, the oldest ninety-six; the average age 
of the group was 83.6 years. There was 
complete urinary retention prior to opera- 
tion in 108 cases, 60 per cent; and varying 
amounts of residual urine in the other 
cases. The weight of the prostate gland was 
50 Gm. or more in 51 of the cases, and 
more than 100 Gm. in 13 of these cases. 
There were 59 cases, or 32.7 per cent, in 
which the prostate was found to be carcino- 
matous. Pathological conditions associated 
with the prostatic enlargement were pros- 
tatic calculi in 13 cases, bladder calculi in 
7 cases and carcinoma of the bladder in 6 
cases. Cystotomy had been done elsewhere 
in 5 cases. The average hospital stay after 
prostatic resection is five to seven days; in 
this group of older patients, the average 
hospital stay was somewhat longer, owing 
to long stays in a few cases. All surviving 
patients were able to pass urine freely on 
discharge from the hospital and incon- 
tinence occurred only in those cases ‘‘in 
which senility overrode neatness.’’ There 
were 11 deaths in the 180 cases, a mortal- 
ity of 6.1 per cent, as compared with 2 per 
cent for the entire series of prostatic resec- 
tions done in the same five-year period. In 
5 cases death was due to cardiac complica- 
tions, in 5 to pneumonia, and in one case 
the cause of death was unknown. To obtain 
good results in transurethral resection in 
men eighty years old and over, careful pre- 
Operative preparation is necessary. This 
should include catheter drainage when 
necessary to bring the blood chemistry to 
normal or nearly so. Cardiac conditions 
should be treated as indicated. Fluids 
should be forced to keep urinary output at 
a high level; and patients should be kept 
out of bed as much as possible. Sedatives 
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should be used only when necessary to 
provide sufficient sleep. No preoperative 
sedation is used. Operation is done as 
quickly as possible with complete removal 
of the gland down to the surgical capsule. 
If blood loss is excessive, transfusion 
should be given promptly. On return from 
the operating room, patients are given a 
medium back rest and encouraged to drink 
fluids copiously; one or two liters of fluid 


are also given intravenously; the first meal 


is liquid but after that patients are allowed 
a diet as tolerated. Small doses of morphine 
are given if there is pain or discomfort. As 
a rule patients are allowed out of bed on 
the second day after operation and are en- 
couraged to be up as much as possible. 


COMMENT 


The points to observe are careful pre- 
operative preparation by catheter drainage; 
correction of cardiac disability; high level 
urination; absence of sedatives when possible; 
perhaps above all a back rest avoiding hydro- 
static pneumonia and encouragement to sit 

V 


up. Ge 


Pyuria in the Diabetic 


P. A. Rohrer (Journal of Urology, 
59:385, March 1948) reports that in the 
examination of 2674 diabetic patients in 
the past twenty-five years, more than 10 
pus cells to the high power field were 
found in 334 cases, or 12.3 per cent. In 
the same number of non-diabetic patients, 
the same degree of pyuria was found in 
only 201 cases, or 7.1 per cent. An analysis 
is made of 107 cases of pyuria in diabetics 
in which the infection was proved to be 
proximal to the urethra. The method of 
collecting the urine in these cases was either 
by catheterization or by voiding in two 
portions after cleansing the meatus. With 
the latter method, the first voided urine 
was discarded; the second portion was 
centrifuged, the sediment examined for pus 
and for bacteria (with a gram stain); in 
most cases a gram-negative bacillus was 
found to be the causative organism. Of the 
107 patients with persistent pyuria, 68 
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were referred to the urologist for further 
study. Cystoscopic examination was done 
in 52 of these cases. Cystitis and chronic 
pyelitis and pyelonephritis were the most 
common findings; there were 7 cases of 
carcinoma of the bladder. Operation was 
done in 12 cases, including transurethral 
resections in the 7 cases of benign hyper- 
trophy of the prostate, and 2 nephrecto- 
mies. There were no operative deaths. All 
patients were given careful preoperative 
treatment, including adequate control of 
the diabetes. Adequate control of the dia- 
betes is an essential factor in the treatment 
of all urinary tract infections. In cases of 
gross pyuria, it was found best to hos- 
pitalize the patient and employ an inlying 
catheter with frequent irrigation with a 
mild antiseptic solution and continuous 
catheter drainage. In the more recent cases, 
the use of sulfonamides, penicillin and 
streptomycin, on the same principles as in 
other urinary tract infections, has shortened 
the period of hospitalization and _ treat- 
ment. Mandelic acid in large doses and 
neosalvarsan intravenously are still of value 
against certain organisms. In upper urinary 
tract infections, especially in pyelitis, ure- 
teral’ catheterization and pelvic lavage with 
Y, of 1 per cent mercurochrome or silver 
nitrate (14 to Y4 per cent solution) has 
also proved of aid. In patients with dia- 
betes who develop acute urinary tract in- 
fection some time after the diagnosis and 
treatment of the diabetes, there is’ a 
marked rise in blood sugar and increase in 
the insulin requirement at the onset of the 
infection. The sooner the acute infection is 
treated and controlled, the sooner the blood 
sugar and insulin requirement decrease. In 
the cases in this series, the operations per- 
formed on the urinary tract did not ag- 
gravate the diabetes. In one case of uni- 
lateral tuberculosis of the kidney and 
epididymis, removal of the kidney and 
epididymis resulted in a drop in the blood 
sugar and insulin requirement and in much 
easier control of the diabetes. 


COMMENT 


Of course the chief matter here is whether 
or not the infection is acute or chronic and 
whether or not it will gear to modern drugs, 
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It is a creditable fact that operations were 
possible in a few cases, on those greatest of 
operative risks: diabetics. V.C.P. 


Treatment of Persistent Colon 


. Bacillus Infections of the Urinary 


Tract By Sulfasuxidine and 
Streptomycin 

E. Crowley and V. J. O’'Conor (Surgery 
Gynecology and Obstetrics, 86:224, Feb. 
1948) report the first use of streptomycin 
in the treatment of a colon bacillus infec- 
tion of the only remaining kidney in a 
patient who had been on sulfasuxidine for 
three months with only slight improve- 
ment; 5 Gm. of streptomycin were given 
over a period of six days; the urine rapidly 
cleared, sulfasuxidine was continued for 
four months, and the urine has been clear 
of pus and bacteria for six months. Since 
that time 23 patients with persistent colon 
bacillus infection of the urinary tract have 
been treated with a combination of sulfa- 
suxidine and streptomycin. Sulfasuxidine 
was given for varying periods of time be- 
fore, during and after the administration 
of 5 to 17 grams of streptomycin; the 
usual dose of sulfasuxidine was 4 Gm. 
daily. In 19 of these 23 patients the urine 
has been free from pus and negative to 
culture for periods of four months to 
fourteen months (in all but 2 cases, six 
months or more). In 2 cases, the urine 
became temporarily clear, but a relapse oc- 
curred when sulfasuxidine had to be dis- 
continued; in 2 cases, negative cultures 
were never obtained with the combined 
treatment. The toxicity of sulfasuxidine is 
low and the drug can usually be given in 
large doses for long periods of time. 


COMMENT 


It is a pity that the bacteriology of the 
bowel was not worked out at the same time. 
In my own cases I get an estimate of the 
Bacillus coli element in the feces and watch 
that at the same time as the urinary involve- 
ment is controlled. That appeals to me as the 
only really scientific approach. V.C.P. 


Coincidence of Carcinoma of the 
Bladder and Interstitial Cystitis 

S. N. Vose and G. M. Diney (Journal of 
Urology, 39:580, April 1948) report 3 
cases of carcinoma of the bladder occurring 
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in chronic interstitial cystitis of long stand- 
ing. All the patients were women. In all 
cases typical symptoms of Hunner ulcers 
had been present for several years and cys- 
toscopic examinations had shown intersti- 
tial cystitis. None of the patients had re- 
sponded satisfactorily to the usual methods 
of treatment. In the first 2 cases, diagnosis 
of carcinoma was made by biopsy of blad- 
der tissue removed from the edge of an 
ulcer. In both these cases ureterosigmoid- 
ostomy and total cystectomy were done; 
one patient is living and well more than a 
year after cystectomy with no signs of re- 
currence and with good renal function. 
The second patient died several months 
after operation from a cerebral accident 
associated with hypertension and hyperten- 
sive cardio-vascular disease that had been 
present, prior to operation. No autopsy was 
done in this case, but there was no evidence 
of renal failure or recurrence of the tumor. 
In the third case, cystoscopic examination, 
after three years of treatment for interstitial 
cystitis, showed an area of proliferation at 
the edge of one of the ulcers that was con- 


SUBTOTAL GASTRECTOMIES 
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crushed unrecognizably by the time the 
Specimen was removed from the abdominal 
cavity. 


Dr. Frederick W. Bancroft, of New 
York, concludes a very fine article on ‘The 
Surgical Treatment of Duodenal Ulcer’’ 
with the statement that the mortality in 
most clinics varies from 5 to 10 per cent. 
These figures show remarkable improve- 
ment in skill and general surgical tech- 
nique, as the textbooks of thirty years ago 
revealed the mortality in most operations 
on the stomach to be from 40 to 50 per 
cent. In my series of 90, there were five 
deaths—5.6 per cent; however, my morbid- 
ity rate is very gratifying, and as my team- 
work and technique improve I believe my 
mortality rate also will be reduced. Rienhoff 
reports an immediate mortality rate in a 
series of 260 patients as having been 2 per 
cent. 
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sidered to be “definitely suspicious” of 
malignancy. The tumor was excised trans- 
urethrally and the base cauterized; patho- 
logical examination showed the tumor to 


» be a well differentiated low grade papillary 


carcinoma. A review of the literature indi- 
cates that the coincident occurrence of car- 
cinoma and chronic interstitial cystitis is 
very rare. However, it should be recognized 
that chronic interstitial cystitis does not al- 
ways remain benign. Patients with chronic 
interstitial cystitis often are under treat- 
ment for long periods of time; frequent 
cystoscopic examination should be made in 
such cases, so that if any malignancy de- 
velops it can be detected early and treated 
as indicated. 


COMMENT 


Will we ever reach the bottom of the 
carcinoma problem? On the one hand chronic 
irritation is followed by neoplastic tendency 
or actuality and leads to carcinoma, But on 
the other hand interstitial cystitis though a 
chronic inflammation is associated with cancer 
rather rarely. Some day we shall have the 
explanation. VCP, 
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SUMMARY 


It has been said that individuals suffer- 
ing from duodenal ulcer are the hardest 
workers and that they accomplish more in 
life than other people. I agree that they 
are-nervous, impatient, and highstrung and 
often apply themselves beyond their 
strength to endure. 

The radiologically proven ulcer case that 
bleeds from time to time, or that has ever 
had a severe hemmorrhage, or is aroused 
at night with excruciating epigastric pain 
and suffers nausea and vomiting and has 
not been relieved by reasonable medical 
treatment, I feel, should be encouraged to 
accept surgical intervention. 

There is a feeling in some of the large 
clinics that the internists hold on to duode- 
nal ulcer cases too long before recommend- 
ing surgery to them. I fully concur in this 
opinion. Radical surgery, not too long de- 
layed, on chronic duodenal ulcer has be- 
come well established as a rational pro- 
cedure. 

800 S. W. 19th Avenue 
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Classical Quotations 


@ The features became broad and flattened, the 
skin was peculiarly fair and fine and soft, with a 
very deli r bl on the cheeks. The cellu- 
lar tissue about the eyes was grown into folds, giv- 
ing the impression when cursorily looked at, of 
being oedematous. The eyes were bright, the lips 
were thickened, and of a light rose-purple. Tongue 
large, the speech gutteral, and, as in the former 
ease, as if the tongue were rather unwieldly. 


SIR WILLIAM GULL 


On a Cretinoid State Supervening is Adult Life in 
Women, Tr. Clin. Soc. London, 1873, VII, 180-185. 





New Edition of Joslin's Diabetes 


The Treatment of Diabetes Mellitus. By Elliott P. 
Joslin, M.D., Howard F. Root, M.D., Priscilla 
White, M.D., Alexander Marble, M.D., &.¢. 
Cabell Bailey, M.D. 8th Edition. Philadelphia, Lea 
& Febiger, [c. 1946]. 8vo. 861 pages, illustrated. 

Cloth, $10.00. 


The eighth edition of this authoritative 
work still leaves it in the enviable posi- 
tion of being the most outstanding volume 
on the subject in the English language. 
Every conceivable problem presented by 
the diabetic is effectively challenged by 
this group of experts. The ‘Diabetic 
Creed” of the authors is clearly and con- 
sistently followed throughout the work. 
That their creed of diabetes control has 
stood the test of time is evidenced by the 
improved life expectancy in all age 
groups. 

GEORGE E, ANDERSON 
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Viruses 


The Cultivation of Viruses and Rickettsiae in the 
Chick Embryo. By W. I. B. Beveridge & F. M. 
Burnet. London, itis Majesty’s Stationery Office, 
(New York, British Information Services), - 
1946]. 8vo. 92 pages, illustrated. Paper, 60c. 


(Mexteal Research Council, Special Report Series 


This monograph of the British Medical 
Research Council outlines the excellent 
work by Dr. Burnet, the Director of the 
Walter and Eliza Hall Institute, Mel- 
bourne, Australia, and his collaborator, 
Dr. Beveridge. It is the second of a series, 
the first of which was published in 1936, 
and illustrates the various technical 
methods by which fertile hens’ eggs are 
now being used in the study of viruses. 

The monograph is rich in technical 
methods which are carefully detailed and 
include many “tricks of the trade” that 
should be most valuable to the virus 
worker. 

THEO. J. CURPHEY 


The Breast 


By Else K, La Roe, M.D. New 


Care of the Breast. i 
A oa 1947]. 8vo. 240 pages, illus- 


York, Froben Pr. 
trated. Cloth, $3.7 


This appears to be a fairly — 
treatise on the female breast. Embryology, 
Anatomy, Physiology and certain anom- 
alies take up about one sixth of the book. 
A good section covers methods of exam- 
inatin. Skin diseases, injuries, inflamma- 
tions, tumors and plastic operations are 
other interesting chapters. 

ANDREW BABEY 
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Retraining the Aphasic Patient 


Aphasia: A Guide to Retraining. By Capt. Louis 
Granich, M.C.(Adm.), USA. Appendix with Sgt. 
George W. Pangle, M.C., U.S.A. New York, 
Grune & Stratton, [c. 1947]. 8vo. 108 pages, 
Cloth, $2.75. 

This manual’ was written by Captain 
Louis Granich, Chief Clinical Psycholo- 
gist at the Thomas M. England Hospital. 
It is an outgrowth of the work done on 
some 300 aphasic brain injured veterans. 
Retraining and rehabilitation are empha- 
sized with restoration of the veteran to 
an independent economic and normal 
functioning individual. Means of better 
localization of the lesion preliminary to 
surgery is recorded. There is a detailed ac- 
count of individualized application of 
common sense with originality and diag- 
nostic insight in the handling of these 
cases. 


WILLIAM E. McCuLLoucH 


Evolution of Medicine 
The Development of Modern Medicine. An Inter- 
pretation of the Social and Scientific Factors In- 
volved. By Richard Harrison Shryock, Ph.D. Re- 

vised Edition. New York, Alfred A. Knopf, [c. 

1947]. 8vo. 457 pages, illustrated. Cloth, $5.00. 

A small edition of this work was orig- 
inally published by the University of 
Pennsylvania Press in 1936, and is now 
reissued in considerably enlarged form. 

Throughout, the author aims to fit the 
story of the evolution of medicine into 
the background of the changing social and 
scientific milieu in which it grew, follow- 
ing the modern trend in the study of 
political history. The result is a fascinat- 
ing perspective of the rise of scientific 
medicine and the healing art, with con- 
siderable light thrown on the factors that 
influenced the course of events. 

Interesting chapters are devoted to pub- 
lic health, and the history of the world- 
wide trend toward “‘socialized’’ medicine, 
“state’’ or otherwise, is traced with bal- 
anced consideration for the arguments pro 
and con. 

This readable and scholarly book is 
from the pen of the Professor of Ameri- 
can History at the University of Penn- 
sylvania, who is also a lecturer on medical 
history and the president of the Ameri- 
can Association of American History. 

TASKER HOWARD 
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New Edition of Stimson 


A Manual of Fractures and Dislocations. By Barbara 
Bartlett Stimson, M.D. 2nd Edition. Philadelphia, 
Lea & Febiger, [c. 1947]. 12mo. 223 pages, illus- 
trated. Cloth, flexible, $3.25. 

This textbook for medical students is 
well presented and most useful. 
Throughout the book the author gives 
the healing time of fractures as a few 
weeks. This is erroneous and should be 
corrected in the next edition. Too short 
healing time increases the number of 
cases of nonunion. Medical schools should 
teach the proper healing time of frac- 
tures, which is many weeks or months. 
OTHO C. HUDSON 


Practical Nursing 


By Dorothy Deming, R.N. New 
1947]. 8vo. 370 


The Practical Nurse. 
York, Commonwealth Fund, [c. 
pages. Cloth, $3.00. 


This unusually fine accumulation of ma- 
terial shows the varied field in which 
practical nurses can be used. It also gives 
qualifications, legal responsibilities, and 
opportunities for the practical nurse. 

It is recommended for hospital admin- 
istrators, directors of nursing, and _prac- 
tical nurses themselves. Clearly written 
and well organized, it contains a wealth 
of valuable material. 

MARIE M. BEHLEN 


Reticulo-Endothelial System 


La Reticulose Histiomonocytaire. By Dr. P. Cazal. 
Paris, Masson & Cie, [1946]. 8vo. 195 pages, 
illustrated. Paper, 350 fr. 


The author attempts to establish the 
identity of a disease of the reticulo- 
endothelial system characterized by fever, 
enlargement of the liver, spleen and lymph 
nodes, hemorrhages, cystic changes in the 
bones, a downhill course and death. He 
subdivides the condition into six main 
clinical forms. They are all characterized 
by a metaplastic proliferation of the reti- 
culo-endothelial system, comprising retico- 
locytes and histiocytes which may either re- 
main in sifu or pass into the blood as 
more or less typical monocytes. He dif- 
ferentiates this disease from monocytic 
leukemia, especially the aleukemic form, 
by the fact that the monocytes are derived 
from the reticulo-endothelial system. 

EpWIN P. MAYNARD, JR. 
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gentle bulk... 


Plus proper lubrication, for effective prevention and 
control of chronic constipation. Konsyl, the orig- 
inal Plantago Ovata concentrate, establishes this 
therapeutic balance . . . designed particularly for 
those people who feel they must “take something” 
every day. 

Konsyl is not a laxative in the usual sense of the 
word since it will not move the bowels of one who 
is constipated. But, by adding adequate bulk and 
lubrication, without leakage or irritation, it promotes 
normal peristalsis, leading to normal defecation. A 
rounded teaspoonful taken either before or after 
meals produces soft and easily-evacuated stools. 


Send for a sample today—try it in your next appli- 
cable case. 


ONSY 


in chronic constipation 


SUPPLIED IN 6 and 12 OZ. CANS 


1515 U STREET, N. W. WASHINGTON 9, D.C. 





Blood Transfusion in Switzerland 


Der Blutspender. By Dr. H. Willenegger & Dr. R. 
Boitel. Basel, Switzerland, Benno Schwabe & Co., 
[c. 1947]. Svo. 197 pages, illustrated. Cloth, $10 fr. 


This book was written for the Swiss 
public, to make as many people as pos- 
sible familiar with the fundamentals of 
blood transfusions as an indispensable life 
saver in certain emergencies at the time 
when the Swiss Red Cross was building 
up a blood donating service for peace- 
time. Since the problem of blood trans- 
fusions lies mostly with the donor, the 
book goes into all the details, as to the 
donor's state of health, the question of 
local anesthesia, how often the donation 
can be performed, legal aspects, and man 
other items. Beyond the title of the book 
are the comprehensive reports on the 
blood transfusion and donation service 
Organizations in more than fifteen coun- 
tries, which cover more than a third of the 
book. The book is well written and con- 
tains valuable statistical and historical ma- 
terial, : 

MAX G. BERLINER 


Dental Diagnosis 


Oral Diagnosis and Treatment. A Textbook for 
Students and Practitioners of Dentistry and Medi- 
eine. By Samuel Charles Miller, D.D.S., and thirty 
contributors. 2nd Edition. Philadelphia, Blakiston 
Companuy, [c. 1946]. 8vo. 903 pages, illustrated. 
Cloth, $10.00. 


This excellent second edition has sev- 
eral new features, a chapter on Aerodontia 
by Lt. Col. James A. Mullen, D.D.S., also 
one on Diseases of the Salivary Glands by 
Arthur J. Barsky, M.D.,D.D.S. The chap- 
ter om Diagnosis and Design of Fixed 
Bridge Work has been rewritten and is 
excellent. There is a section on The Use 
of Penicillin, and Roentgenographic In- 
terpretation, together with the most ad- 
vanced technique on Extra-Oral Fixation 
for Mandibular Fractures, as developed 
during World War II by Capt. Clemens 
V. Rault of the United States Navy. 

The book is well illustrated, has fine 
indexes, and is probably the most up to 
date and comprehensive ready reference 
work for the general practitioner of den- 
tistry. 

LAWRENCE J. DUNN 
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New Edition of Key and Conwell 


Dislocations, and 
John Albert Key, M.D., & H. Earle 


The Management of Fractures, 
Sprains. By 
Conwell, M.D. 4th Edition. St. Louis, C. V. Mosby 
SP3 gf 1946]. 4to. 1322 pages, illustrated. Cloth, 

12.50. 


This is a new edition of a textbook 
which has proved to be very satisfactory 
in the past. Many new methods of treat- 
ing injuries to the bones and joints have 
been added as the result of lessons 
learned from the War. Changes have been 
made particularly in sections on compound 
fractures and fractures of the spine and 
of the hip. Bringing this book up to date 
makes it one of the outstanding textbooks 
in this field of surgery. 

EpwarD P. DUNN 


Diabetes 


Eotepeten fur Zuckerkranke. By Georg R. Constam, 

M. Basel, Switzerland, Benno Schwabe & Co., 
> 1947]. 8vo. 127 pages, illustrated. Cloth, 12.50 
r. 


The purpose of this book is to help 
diabetic patients and their families under- 
stand the diabetic condition with its vari- 
ous manifestations, its course, and dangers 
and their prevention. The author wants 
the patient to be better prepared for closer 
cooperation with his physician. The book 
is complete except for the problem of 
encouragement for the diabetic. The au- 
thor leaves this important part of the 
treatment entirely up to the physician who 
takes care of the patient. 

Max G. BERLINER 


Psychosis in Malaria 


Psicosis Paludicas y Atebrinicas. Trastornos Psiquicos 
en el Paludi Espontaeo, en el Terapeutico y 
en Los Tratamiegtos con Preparados Atebrinicos. 
By Prof. E. Guija Morales. Barcelona, J. e 
Mass6, [c. 1945]. 8vo. 173 pages, illustrated. 
Paper, 30 ptas. (Colleccion de onografias de 
Investigaciones Médicas.) 





This monograph describes the psychi- 
atric states observed in (1) certain ma- 
larial patients; (2) patients with thera- 
peutically induced malaria; and (3) ma- 
larial patients treated with atebrine. After 
reviewing the features of toxic psychoses 
in general, cases are cited in the three 
above mentioned categories. Treatment of 
the original malaria regularly brought 
about cure of the psychosis. 

DENNIS RYAN GILLEN 
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